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The date is September 12th, 2013. Today we have the great 
privilege of talking with retired Vice Admiral Michael Cowan. In 
his illustrious 33-year career from 1971 to 2004, Admiral Cowan 
served in a wide variety of clinical, research, operational, 
staff and leadership positions culminating in 2001 with 
selection as the 34** Surgeon General of the U.S. Navy. His Navy 
legacy includes pioneering the concept of Force Health 
Protection, redefining deployable medicine in the 215* century, 
and serving as the Navy Surgeon General during the World Trade 
Center attack September 11** 2011 at the start of the wars in 
Iraq and Afghanistan. This interview is being conducted as part 


of the BUMED Oral History Project. 
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AS: Admiral, we certainly appreciate your time today and your 
willingness to participate in this oral history. We like to 
start off at the beginning. Can you share a bit of your 


early background and tell us how you became a physician? 


A: In my mind, I was always a doctor. I cannot remember not 
being a doctor. I have no idea how that came about. I had 
no particular illness as a child, but one of my earliest 
memories from grade school was I was a physician, but I 


just hadn’t gone to medical school yet. I never made the 


career choice to be a doctor, I just was. In fact, I’ma 
college drop out. I went to the University of Colorado, and 
I looked up the rules about going to medical school. It 
turned out -- and it may still be true -- most medical 
schools don’t require a degree. They require certain basics 
that usually take four years to get, certain basic things 
you have to have; and then they decide, based on other 


factors, whether they want you or not. 


By my junior year I had completed the basics, so I applied, 
and got into the Washington University School Medicine in 
St. Louis. The University of Colorado, until recently, was 
still sending me notices to come back to finish my degree, 
“Think what you can make of yourself.” So I was highly 
motivated to graduate from medical school, because if I 


didn’t then I was just a college drop out. 


My interest was internal medicine and hematology, so after 
graduating from medical school I went to Temple University 
in Philadelphia, following Sol Sherry, who was my mentor, a 
giant of American medicine, a highly renowned researcher in 
blood clots. I was studying platelets and urokinase and 


streptokinase, and my plan was to be a laboratory 


1 Sol Sherry, M.D., (1907-1983) was an academic physician, teacher and researcher whose work led to the 
development of clot-dissolving drugs to treat heart attacks. In 1968 he left Washington University in St. Louis 
School of Medicine to join the staff of the Temple University School of Medicine, which he would later serve as 
Dean. 


researcher at an academic medical center. But I was drafted 
in 1971 at the tail end of the Vietnam War, and the tail 
end of the doctor draft. I believe I was in the last group 
of draftees; this was in July of ‘'71. As I understand it, 
there were no more doctors drafted in August, and if I’d 
have made it one more month I would not have gone into the 
Service. I had no desire to. I was very much against it, 
and came in kicking and screaming. In fact I joined the 
Navy to delay going into the Army, because the Army goes 


out into muddy fields and lives in tents. 


I didn’t do enough research to know that the Navy takes 
care of the Marines, and I was sent to Camp Lejeune as a 
general medical officer for my first duty station, where I 
discovered that when the Marines go to the same muddy 


field, they don’t take tents; they sleep on the ground. 


It didn’t take long for me to discover several things. (By 
the way, it’s kind of a pleasure to think back on these 
things, so I’m enjoying the opportunity.) First: I 
particularly took pride that I was taking care of these 
young men and women who were serving their country, even 
though many, if not most, were no happier about it than I 
was. But they were doing it. Second: it felt good as a 


physician to know that I didn’t have to worry about their 
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insurance. The phrase I always used was, “I didn’t have to 
ask them how sick they could afford to be.” My job was just 
to take care of them to the best of my ability, and my 


paycheck didn’t depend on anything else. 


It was probably six months later, me grumbling and popping 
a bad attitude and making everybody else around me 
miserable, when I sort of blinked and said, “What am I 
bellyaching about? I really kind of like this.” I applied 
to Bethesda? to continue my residency, which had been 
interrupted by being drafted, and got accepted into a 


residency and a fellowship in Bethesda. 


Was the residency in internal medicine? 


Internal medicine and then hematology/oncology. That’s 
about the point where I made the first decision about 
staying around. I thought that as long as I’m having fun 
and moving up in the organization, I’11 stick around and 
see what this is like. I never really made another decision 


after that. That was kind of it. I never actually made a 
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career decision. It never occurred to me. As I went 
through my career I was extremely fortunate in being given 
chances to do exciting things, to do things that were a lot 
of fun, to have a lot of latitude in what I chose to do. In 
fact, my wife says the best description of me is that I’ma 
professional dilettante. I changed jobs about every two 
years, and it was exciting to constantly be learning new 
processes, and then going to practice good medicine on 
people. I had the sense of satisfaction of wearing the 
cloth of the nation. That is an intangible that I felt very 


early that in my career, and that never changed. 


In fact, once a classmate of mine from medical school said, 
“Why in the world were you in the Navy? Why don’t you go 
out and be a real doctor and practice medicine and make a 
lot of money, yada, yada, yada.” I didn’t really have a 
good answer for him. About a week later, I was ata 
ceremony at Bethesda, a change of command, and as the band 
started playing the march, as the flags came in, I gota 
tingle. As we were standing at attention in front of the 
flag about to witness this time-honored, old military 
ceremony, the hair on the back of my neck went up and I 


thought, “Okay, that’s it, that’s the answer to my friend’s 
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question. This is why I stay in.” The hair on the back of 


my neck goes up and I’m reminded of what this is all about. 


So in terms of identity, was it at that point you go from 
being a physician who happens to be in the Navy to a Navy 


physician? 


Yes. I can’t put a point on when that happened, but it 
happened early, and my identity as a physician became my 


identity as a Naval physician, as a Naval medical officer. 


I want to talk a little bit about that evolution of that 
identity in the Navy. As the line goes, “No man ever steps 
in the same river twice,” but you had this unique 
opportunity where your first duty station was at Camp 
Lejeune in 1971, and 25 years later you return to the same 
hospital as a commanding officer. Maybe we can discuss the 
thought processes and how you changed as a Navy physician, 


or as a physician, during that time. 


The change that happened to me over those 25 years was 
something I never would have predicted. I went into 
medicine to practice, and my only intention was to see 
patients. In fact, when I first got into any sort of 
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management and leadership position, I resisted it strongly. 
In 1978, Bill McDaniel?, ultimately rear-admiral Bill 
McDaniel, was the acting commanding officer at Naval 
Hospital, Rota, Spain. He needed someone to step into a 
recently vacated position as the chief of outpatient 
services, and he came over to my house one night to talk me 
into that. I did not want to do that. I was the only 
internist; I was busy, my practice was full, and I was 
happy as could be. He wanted me to do this leadership 
thing, but I wanted no part of it. He sat and tried to 
cajole and argue and convince me, for quite a while -- over 
an hour -- and finally, in my frustration, I said, “Dammit, 
McDaniel, if you want me to do that, you’re going to have 


to order me.” 


He stopped, looked, thought about it for a second, and he 
said, “You know, I never thought of that. Okay, it’s an 
order.” I didn’t know at the time what a positive 


difference taking that job that would make in my career. 


It turned out that everything I thought I knew about 


leadership and my role as a leader was wrong, and only by 


3 William J. McDaniel, M.D., RADM, MC, USN, Ret.; commissioned in 1969; orthopedic surgeon and flight surgeon; 
assignments included Surgeon, PACOM and at the time of his retirement in 1995, Commander of the 
Naval Medical Center, Portsmouth, VA. An athlete, he was the Navy wrestling champion 1973-1977, Silver 
Medalist in the 1974 CISM games, and a U.S. Olympic Team physician in 1984. His post-retirement 
activities have included starring in the TV series, The Mole in 2002, and writing a book on that experience, 
and in 2005 serving aboard the USNS Mercy for the Indonesia tsunami relief effort. 
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doing it did I find out that A: I liked it, B: there was a 
great deal to learn, and C: I soon began to learn that when 
I did something good for a patient, that was good for one 
patient at a time. But as a leader and a manager, if I did 
something beneficial to the system, then I could affect 
dozens or hundreds or even thousands of people with a 
decision. As I grew as a leader, what I found was I never 
stopped being a doctor; that is I never stopped thinking 
like a doctor. I never really became a manager. I would not 
even call myself a competent manager, I’m not. I’ma 
physician leader, and I never quit relying on the managers 
around me, people who had grown up in the patient affairs 
departments, in the office, and the business and knew the 
finances. Others may decide that maybe I became reasonably 
competent in those realms, but I never was comfortable. My 
job was to be a clinician and make sure that all the 
business and management decisions supported clinical 
operations, supported the patient; and that the tail didn’t 


wag the dog. 


This story reminds me of my entry into the Navy, which was 
just as fortuitous. I would have never gone on my own. Back 
in 1971, I was a free spirit; my hair was too long; I could 


have put it into a ponytail. I had the attitude that most 


people had in 1971 about the military -- very anti-war, 
anti-military. I really knew nothing about it, and 
everything I thought I knew was wrong. Same story in my 


transition to management. 


DG: What year did you get to Rota? 


A: ‘76. I was in Rota ’76 to ’79. 


DG: What came after Rota? 


A: I went to NMRI‘* where I became the director of clinical 
research for the malaria vaccine research and development 
program. We had a colony of mosquitoes and the idea was 
that we were going to refine the falciparum infection in 
these mosquitoes by passing it through a human, thereby 
isolating a known single strain of falciparum. One of my 
responsibilities was to be the clinician that cared for the 
volunteers who willingly would get malaria. I would have to 
treat them suppressively to keep them alive to allow the 
infection to go long enough for gametocytes to form, for 


4 Naval Medical Research Institute (NMRI), Bethesda, MD. 
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sexual parasites to develop, and that takes a while. So we 
were in the process of getting ready to do this experiment. 
In fact, we were going to use the Army volunteer corps out 
of Fort Detrick.° These guys are medics part time, but they 


are actually professional medical subject volunteers. 


They’ re generally Seventh Day Adventists. 


Are they? I had people coming up to me at Fort Detrick 
saying, “Gee, Doctor, I’ve had all kinds of malaria, but 
I’ve never had falciparum, could I be one of your subjects? 
I had immense respect for these brave young men who were 


willing to do these things. 


I spent most of my time learning how to treat malaria, and 
one of the things that I did was basically spend two 

winters in Villavicencia, Colombia treating malaria, among 
other things. I was TAD’d to South America where I worked 


under the auspices of the Instituto Nacional de Salud, the 


> Army Volunteers: conscientious objector soldiers, generally Seventh Day Adventists, who joined the 


Army for utilization in Operation Whitecoat, a program from 1954-1973 for volunteer subjects in 
medical research studies conducted at the U.S. Army Medical Research Institute of Infectious 
Disease (USAMRIID), Fort Detrick, MD. These solders enlisted for duty as medics, and after basic 
medical training at Fort Sam Houston, were assigned to the USAMRDC. 
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NIH of Colombia, in partnership with them; so that I would 
really be skillful and knowledgeable about malaria 


treatment. While I was there, I also had leprosy patients. 


DG: They had a colony there? 


A: No. 


DG: They were just mixed in with the population? 


A: Yes, in fact, there’s two forms of leprosy. There’s 
lepromatous leprosy®, and there’s tubulorculoid leprosy. I 
had different clinics because there was so many patients 
with both forms of the disease. We had rheumatic heart 
disease patients with far advanced cardiac disease, things 
that we just never see in the US. So I had these wonderful 


clinical adventures in South America for two winters. 


Unfortunately, at about the two-year point in getting ready 
to do this experiment, for no known reason our colony of 
mosquitoes died. We lost the colony, and we lost our 
ability for me to do this work. There was nothing for me to 
do, so I went TAD to the National Naval Medical Center in 


5 Lepromatus and tubulorculoid are the two basic types of leprosy; Lepromatus is characterized by its poor 
immune response, and is the more contagious and severe form of the disease. 
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Bethesda as the director of outpatient services. During 
that time we were moving from the tower into the then new 
hospital, and I managed outpatient services. My basic job 
was to make sure that the day we turned the lights off in 
the emergency room and moved to the new ER that there would 
be no patients out in radiology who would come back to an 
empty ER. The commanding officer told me, “You make sure 


everybody is accounted for.” 


AS: So after that, where did you go? 


A: When I was in Rota, I had met a legend of American 
medicine, Dr. Jay Sanford’, for whom I had the greatest 
admiration. He was on a trip coming through Spain, and we 
met briefly at a reception in Rota. We talked briefly. He 
met me among 50 other people. Then, what must have been 
about two years after that -- and this is a true story, 
word for word -- one day my secretary said, “You have a 


telephone call from a Dr. Sanford.” 


I said, “Really?” This was in Bethesda, in my office. I 


picked up the phone and said, “Yes, sir?” 


7 Dr. Jay Philip Sanford M.D., COL, MC, USAR, Ret., 1928-1996: founding dean and later president, 1975-1990, of 
the Uniformed Services University of the Health Sciences (USUHS), Bethesda, MD. His final USAR 
assignment was with the 11" Special Forces Group, Fort Meade, MD. 
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He said, “Mike, this is Jay Sanford.” He said, “Would you 


like to come work for me?” 
I said, “Yes, sir.” 


There was a long pause, he said, “Mike, wouldn’t you like 


to know what I want you to do?” 


I said, “Yes, sir, but whatever it is I’1ll do it.” He 
invited me to come over to USUHS® to be the Deputy Director 
of Operational and Emergency Medicine, which is now the 
Department of Military Medicine. My primary responsibility 
was teaching military medicine, including the Bushmaster 


Course? to fourth year medical students. 


Bushmaster was created by the medical school, and then the 
C4 Course’® for doctors and nurses, the 4™ year medical 
operational course at USUHS and other courses spun off of 
that. So I spent three years as a school teacher, highly 


gratified; but I confess that as much fun and interesting 


8 USUHS: Uniformed Services University of the Health Sciences, now called the Uniformed Services University 
(USU); Department of Defense medical school established by Act of Congress in 1972; the first class 
entered in 1976 and graduated in 1980. 


° The Bushmaster Course is a USUHS MS4 course that acts as the culmination of the medical training designed 
to simulate combat medicine and better train military physicians to do good medicine in bad places. 


10 Combat Casualty Care Course. ?° The Bushmaster Course is an MS4 course that acts as the culmination of 
the medical training designed to simulate combat medicine and better train military physicians to do 
good medicine in bad places. 
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as it was, at the end of three years I was happy to move 


on. 


DG: You were there during the period when there were 


Congressional efforts to close the school.?? 


A: Right, there were, and those still go on from time to time. 
Critics argue that USUHS students more expensive than 
HPSP?? students. And, if you measure it simply by 
headcount, that is true. On the other hand, USUHS students 
comprise 50% of the colonels and captains in the military 
medical corps now, so they tend to stay for a career. 
There’s also an argument that USUHS graduates are a 
slightly different item. I subscribe to that, in fact, I 


can fast forward on that topic. 


I left the school in 1984. The teaching that I had done was 
actually kind of brutal. The course of military medicine 
was very difficult. It was very intense; learning ACLS?3, 


ATLS!4, combat medicine, communications, field survival, all 


1 There were efforts to close the school, especially during the Carter Administration (1977-81). 


? Health Professions Scholarship Program, a DoD program initiated in 1972; is the primary source of medical 
professionals in the military. Individuals selected for the program are commissioned as an ensign in the 
Navy or second lieutenant in the Air Force or Army. 


13 Advanced Cardiovascular Life Support 
M4 Advanced Trauma Life Support 
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these military things that you don’t learn in medical 
school. And then there was the one-week field exercise 
called Bushmaster. The way we ran it was essentially 24 
hours a day for a week. The students formed up a field 
medical unit. They fell in on the gear, the tents, the 
trucks, the hospital and the ORs, and they would change 
roles. They put a band on their helmets. “Student Number 1” 
would be the commanding officer in the morning, and then 
there would be an exercise under simulated combat 
conditions with simulated casualties, with docents, 
instructors, mentors, walking around observing. There would 
be a debrief at lunchtime, and then they would be 
reassigned. The commanding officer takes off his band and 
now he’s a litter bearer or a corpsman. Then off they go 

to another exercise, each becoming more complex during the 
course of the week, really grinding them down physically 
while providing a very intense leadership lab, where they 
learned both to lead and to follow. Each event culminated 
on the final day with a large, multiple mass casualty event 
at multiple sites. By this time, the students have become 
really skilled at anticipating adverse events, and every 
time, they aced that exercise and walked out of the field 
feeling very proud of themselves with what they’d 


accomplished. 
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DG: Where was that conducted? 


A: That was at different places, but mostly at Camp Bullis*. 


Those were really intense, dramatic exercises. 


DG: In your view, USUHS fulfilled its promise from the outset? 


A: Yes. I had the classes of ’82 through ’85. Fast forward to 
Saturday, Pearl Harbor Day, December 7, 1992. I walked 
into my house after walking my dog that morning and my wife 


said, “Honey, you’ve got some phone calls.” 


I said, “Who?” 


She said, “Every admiral in Navy medicine.” 


I said to my unflappable wife, “Who do you think I should 


call back first?” 


15 Camp Bullis training site, Fort Sam Houston, San Antonio, TX 
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She said, “I’d call the Surgeon General.+® He’s called the 


most often and he’s the most irritated.” So I called the 


SG, and it turned out that the Task Force for Restore Hope?’ 
in Somalia was launching. The plan that had been presented 

to General Johnston?!® the night before had been rejected in 

its entirety, and he wanted a different surgeon for Joint 


Task Force Forward. So, I got called. 


That was your “Bushmaster”. 


Absolutely. I said, “Yes, sir, I’1l go. I’11 do whatever 
you say, but it’s been a long time since I’ve been with the 


Marines; there’s probably other people more qualified.” 


And he said, “Well, didn’t you study disasters at the War 


College?” 


I said, “Yes, sir.” 


16 VADM Donald Hagen, Surgeon General of the Navy (1991-1995). As Surgeon General, his experience in 


operational medicine enabled the Medical Department to meet unprecedented demands for operational 
medical support for peacekeeping, humanitarian missions, and disaster relief. 


when a repressive dictator in Somalia was overthrown in early 1990, the different rebel groups began fighting 


among themselves and the country collapsed. Operation Restore Hope, was a UN mandated humanitarian 
mission of a U.S.-led coalition of ten countries that intervened to prevent a disaster in Somalia by 
delivering reliefSupplies, including the authorization ’to use all necessary means to establish a secure 
environment.” 


18 LtGen Robert B. Johnson (1937-), in 1992, as Commanding General of | MEF, led U.S. and allied troops in 


Operation Restore Hope 
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“Well, this is closer to a disaster than just regular 
Marine medicine. I want you to go.” What he didn’t tell me 
is that we would launch on Sunday, December the 8%. So, I 
got the call on the 7, and I was on a plane going to 
Mogadishu on the 8. The plan we were given was poor, and I 
drew a MEDEVAC plan, which should have taken months to do, 


from scratch on a napkin on the airplane going over. 


As I arrived in Mogadishu, 52,000 people from 25 different 
countries were pouring into a nation that had no resources, 
was one of the most disease-ridden places on earth, and 
every drop of water had to be brought in. There was no 
infrastructure at all; it was 7 century. I had never been 
more afraid of failure in my career. We were doing things 


from scratch. 


Then the support net units started coming in. Former 
students of mine who were now four to eight years out of 
medical school started showing up in these units as unit 
medical officers and command surgeons. There were eight or 


ten docs, and about six or seven were my former students. I 
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knew what they knew, and I knew what their missions needed 
to be. So I had the luxury in those horrible first couple 
of weeks of saying to them, “You go right out to the end of 
your leash. You know your mission. As long as things are 
going well, just do your job. If you get into trouble with 
something and you need my help, call me. Otherwise, for two 
weeks, I don’t need to hear from you.” That’s a bit of an 
exaggeration, but I was able to delegate far more, and had 
far more confidence in the abilities of these folks than I 


ever would have if they never had that field experience. 


We were highly successful; we had disease and non-battle 
injury [DNBI] rates at that time that were record lows; 
people didn’t get sick, they didn’t get hurt. We had some 
malaria and we had yellow fever, but we didn’t have 
epidemics; we didn’t have a lot of people hurt. We never 
had a mass casualty, fortunately, but we provided good 
medical coverage in situations where the medical coverage 
could have failed. I completely attribute that success to 
those former students. It could have been an entirely 
different story if that cadre of people who knew what to do 


had not been there. 
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DG: You mentioned Red Natkin?? previously. There was a neat 


story about Red and your experience in Somalia. 


A: in Somalia, I came, for the first time, to really 
understand the difference between the Services, or the 
different unique values the Services bring. Because the 
Marines were able to launch quickly, they were comfortable 
with the idea of doing things expediently. It was like when 
I first joined the Navy and was at Camp Lejeune and learned 
that when the Marines went to the field they didn’t take 
tents; we showed up in Somalia with very few resources. 
When I had to write something out, I wrote it on a piece of 
cardboard that had been a container for our MREs; that was 


my office supply. 


DG:..like a C-ration box. 


A: Exactly. So we were doing a lot with almost nothing. When 
the Army began to arrive several months later, they began 
to arrive with heavy logistics. We walked out into the 
compound one morning, and there were great big television 
sets sitting up on these medieval-looking walls of our 


fortress compound showing the inauguration of Bill Clinton. 


19 COL lan L. “Red” Natkin, MSC, USA, Commander, 62d Medical Group, Fort Lewis, WA. 
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All of a sudden we had electricity, and all of a sudden we 
had televisions, Jeeps, and ambulances; and more 


helicopters and tons of stuff were showing up. 


It took the Army time to get their legs under them so that 
they felt comfortable taking over operations. At first, I 
was frustrated with them because we had so few working with 
s little and could have used the help. They had all the 
stuff, but they were busy getting ready. When all the dust 
of the transition cleared, I saw really clearly the 
different roles, A: that the Marines were able to knock 
down doors and go places quickly, but really can’t sustain 
themselves, and B: that the Army takes longer to get there 
with their logistics, but once they’re there, they’re very 
sustainable and their operations were much more complex, 
much more effective than what we had been doing -- I freely 


admit that. 


But none of us could hold both of those concepts of 
operation, in our heads at the same time. I realized at 
that point that I had to go. I would not have been able to 
become the JTF surgeon of this far more capable force very 
easily. It would have been difficult for me to make the 


transition. So I was happy that Red Natkin showed up as the 
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commander of the Army unit, and I had the benefit of his 
doctrine and his operation when he set that up. I made a 
little bit of Army history when I recommended to General 
Johnston that Red be my relief as the joint task force 
surgeon. The Army disapproved, because Red was a Medical 
Service Corps officer, and Army doctrine at that time was 
that the Medical Service Corps officer (Red in this case) 
delivers the unit and then hands it over to a physician to 
be the commander. That doesn’t make sense to me. My 
recommendation was Natkin, and General Johnston approved 


Lt. 


Whoever is best qualified. 


Yes. I don’t know if that changed the policy. 


It was part of the process that eventually changed it. 


and Red became my relief. 


What really cracked it open was Operation Desert Storm in 
1991, because the policy was still in place, but it was 


changed after that. 
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A: Soon after that I left Somalia. After I was gone, we became 
part of the UN forces. Until then we’d been US forces 
within a coalition. Then came the confrontation with 
Aidid®® that resulted in “Blackhawk Down”?!. Unfortunately, 
all that that’s remembered about our time in Somalia is 
Blackhawk Down, when in fact this was the largest 
humanitarian operation ever. When we went into Somalia, the 
estimated excess death rate in southern Somalia was 1,000 a 
day from a combination of famine and warfare. Just by being 
the sheriff and enabling the NGOs to safely do their jobs, 
that death rate reverted to normal within a couple weeks. 
If you went to those feeding camps, you could see kids just 
fatten up on bananas, and little skinny, skeleton kids in 
two weeks would be on the road back to good health. It was 
an incredible operation. I would have to live hundreds of 
lives, if not more, as a physician, to save as many lives 
as we saved during that operation. Think about it, saving 
1,000 lives a day in the largest humanitarian relief ever. 
It has since been eclipsed by the response to the 
earthquake in Haiti. Haiti is now the largest, in terms of 
the number of people that converged to conduct a 


humanitarian operation. 


20 Mohammed Farah Aidid, renegade Somalia warlord; leader of one of the two main factions. 
*1 Battle of Mogadishu, 3-4 October 1993. 
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As you look back, what aspects of this experience are you 


most proud of? 


Exactly that, the effect that we had on humanity. I 
jokingly tell people that’s my ace card to get into Heaven. 
When I show up and St. Peter looks at my book and says, 
“Oh, kind of a spotty record here.” I’m going to pull out 
the Somalia card. How many lifetimes would I have had to 


live? 


Not the SG card? 


No, I think as a physician, Somalia was the most important 
thing I ever did, and I’m really proud of having been 


involved with that. 


I will tell you an anecdote that stuck with me as I 
indelibly learned a lesson of how different people are. As 
Americans we tend to think that everybody is kind of like 
us; they’re all Elks and Kiwanis, but they have a different 
language. We tend to project our values on others. There 
was a Red Cross/Red Crescent feeding center that was 
feeding thousands of women and children. The casualties of 
that war were almost all women and kids, because the men 
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were doing all right. They were in gangs and they were out 
pillaging, chewing khat?? and fighting, but the women and 
the kids were the victims. This center obtained an electric 
generator from the Red Cross that they were going to use 
for their well to pump more water. Water was the critical 
factor for how many they could feed, and with this 
generator they were going to be able to increase the number 
of people that they could save. It was delivered, and then 
it was stolen. The next day, a representative of the local 
warlord came in and said, “You know that little handle that 


you crank to make it start? I’d like to have that.” 


The director of the feeding camp said, “Don’t you know that 
these are your children and your wives that we’re trying to 
save, and that we can save more of them if we had the 


generator to pump the water?” 


He said, “Yes, I know that, but I’d rather have the little 
pump handle.” He would rather have this generator with its 
handle to sell in order to continue the war, than to have 


his wives and children saved. The director went into the 


2 Catha edulis, a flowering plant native to the Horn of Africa and southern Arabia that is chewed for its stimulant 
effect. Also called qat or kat. 
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other room, got the pump handle crank, walked out to this 
thug standing there with an AK47 and said, “Here,” and 
threw it down a well. When I talked to the director he 
said, “I don’t know why I did that, and I don’t know why he 


didn’t shoot me.” But, he didn’t; he just walked out. 


I said, “Did you ever get the generator back?” 


He said, “No.” They took the generator to Kenya and sold it 
on the black market and bought more khat, that narcotic 


drug that they chew, and some more guns and ammunition. 


Were there any funny episodes on that deployment? 


There were a couple. One was when I was doing a 
reconnaissance in Kenya to find out what sort of backup 
hospitals were capable of handling our casualties if we had 
a mass casualty event. I went to Mombasa and Nairobi, and I 
was flying around in bush planes. I was at a jungle 
airport, and around this airport were huge bales of what 
looked like cotton, but were massive bales of khat that 


were being smuggled into Somalia from Kenya. That seemed to 
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be the only enterprise of this airport -- flying khat. 
There were a bunch of thuggish looking guys hanging around 
with assault weapons on their shoulders, and it was obvious 
none of them were up to any good. I’m thinking, this is 
really interesting. So I took my camera out, to 
surreptitiously take a picture of the khat, the thugs, and 
the planes, but the flash went off. I had not suppressed 
the flash. That’s funny now, but it wasn’t funny at that 
moment, because these guys perked up, grabbed their 
weapons, and looked hard at me. I put the camera away and 
just walked off as nonchalantly as I could. I didn’t get 


shot, but I wasn’t sure at all what would happen. 


Fortunately, you had your ace card by that point. 


That’s right, buy, if I was on the way to Heaven, I didn’t 


want it to be that day. 


Were there major military medicine lessons learned in that 


deployment that were capitalized on later? 


There were several. One was the importance of real time 
preventive medicine, public health and disease incidence 
monitoring. We had a small team of preventive medicine 
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guys, to include Trueman Sharp??, who went around to every 
battalion aid station on a regular basis and collected data 
on the patients being treated, so we knew how much disease 


there was in every sort of category. 


The second thing we had was a joint forward laboratory, 
which is a highly capable bacteriology, serology, 

immunology, and parasitology laboratory which was more 
capable than virtually any diagnostic laboratory in the 


country except maybe CDC. 


DG: Was that an Army detachment? 


A: Yes, I think so, but I don’t know. 


DG: That goes back to World War I. 


A: Yes, but this was really highly capable, and combined with 
the surveillance we were able to quickly identify the very 
front end of any disease outbreak. For example, there was a 
sudden outbreak of fevers at one of the outlying battalion 
aid stations. The epidemiologists converged on it, and 


23 CAPT Trueman W. Sharp, MD., MC, USN, board certified in preventive medicine, served as the Chair of the 
Department of Military and Emergency Medicine at USUHS. 
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because the lab had the right diagnostic capability, 
quickly discovered it was a combination of malaria and 
yellow fever; the mixture of diseases indicated that the 
outbreak was being caused by a breakdown of prophylaxis. 
People were not taking their pills, they were running 
around with shirts off, and there was a complete lack of 
mosquito prophylaxis. Consequently the command was able to 
stop an epidemic and keep this unit from becoming combat 


ineffective, and to remain operational. 


We also minimized the medical footprint by being so 
capable. People would get diarrhea, frequently bloody 
diarrhea, and because we had this highly sophisticated lab, 
we could identify not only the bug, but the sub-type and 
the serotype of the bug very quickly. This information 
allowed us to tell whether it was interpersonal infection 
within the camp, or isolated cases coming in by commuter 
mosquitoes and flies. In every case, it turned out to be 
different serotypes, so we weren’t having breakdown 


interiorly. 


Thus we didn’t have to do the 250 things you would have to 
do if it were person-to-person in the camp. You only had to 
do one thing, which was repeatedly remind the troops, “If 
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you’ re eating an MRE and a fly lands on it; if it’s a solid 
MRE, break off the part the fly touched and throw it away 
and eat the rest. If it’s a liquid MRE and the fly lands in 
it, throw it all away.” Then we were able to keep the 


incidence low. 


The second thing we learned is that the Vietnam model of 
humanitarian assistance, “winning the hearts and minds” on 
a Saturday afternoon by going out and providing a little 
medical care to the locals, is sometimes a really bad idea. 
We were in a place where we had poor cultural knowledge, 
tremendous language difficulties, and a hostile tribal 
environment where we couldn’t tell where the tribal 
borderlines were. Some of our docs at the insistence of 
their commands, tried to do MEDCAPs, to go out on a 
Saturday and deliver some healthcare for locals. There were 
some significant drawbacks to that. Number one: we were 
liable to incite a riot at any time by unwittingly favoring 
one clan over another. Number two: the healthcare that we 
were trying to provide wasn’t very helpful because of 
language and follow-up limitations, and three: there were 
NGOs [non-governmental organizations] all over the place - 


that had been there before us and would be there after us, 
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and we were hampering their efforts. The NGOs said, “Would 
you please make your people stop doing MEDCAPS” because 
Every time the Navy goes out on one, somebody films it and 
the film shows up on the newsreel back home, say in 
Ireland, and all of a sudden donations start drying up. 
Donors would say, “Why should we be giving to the Irish 
relief when the Navy’s there taking care of business? The 


Navy’s on the news; why am I giving to you?” 


Talk about unintended consequences. 


Right, and so I had to, sometimes quite sternly -- to the 
point one time of threatening to court-martial one of my 
friends -- order the docs, “ Don’t do that. That’s not 
helping; in fact, it’s hurting those organizations who are 


going to be here when we’re gone.” 


Along a similar line, we learned that we could do other 
things to be much more helpful, and paradoxically enough, 
we figured that out by asking. We went, to both the NGOs 


and the local providers and asked, “What do you need?” 
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The local medical establishment said, “Everything we have 
is broken. We have doctors, we have nurses, we have 
supplies, but the EKG machines, ventilators, respirators, 
air conditioners, cars, ambulances, you name it, are 
broken. If it runs, it stops. Or if it’s supposed to run, 


it doesn’t.” 


Well, the United States Navy has some of the world’s best 
medical repair technicians. I mean, these guys are world 
class. We pulled them off the ships and out of the units, 
and sent them down to the local Mogadishu hospital and 


said, “Fix stuff.” 


They responded, “Fix what?” 


We said, “Fix anything.” And they did. They fixed air 
conditioners, ambulances, medical equipment and everything 
else they could get their hands on. They got hospitals up 
and running. I also discovered that full-force protective 


posture for doctors could be counter-productive. I was 
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showing up with the NGOs working with the hospitals, and 
walking through wards in Kevlar helmet, flak jacket, armed, 
and in full protective gear, I found myself being 
marginalized as a result. When I had a mission inside a 
hospital, I took my stuff off and put a white lab coat on. 
When I got back in the Jeep and left the hospital, I put 
protective gear back on. The lawyers did not approve but 


they were not in the hospitals with me. 


Lieutenant General Johnston got wind of this and called me 


into his office and said, “Was that what you’re doing?” 
I said, “Yes, sir.” 

He said, “You shouldn’t do that.” 

I said, “No sir, I shouldn’t, but I have a mission.” 


“I don’t want to know about it. Get out of here.” 


Another interesting twist concerned Keysani Hospital. 
Keysani*4 was a Somali hospital supported by the 


International Red Cross/Red Crescent and run by western- 


4 | ocated in Mogadishu, the Keysani hospital is a surgical hospital run by the Somali Red Cross with support from 
the International Committee of the Red Cross that focuses on patients who suffer war injuries. Established 
in 1992, the hospital has assisted thousands of wounded patients since the outbreak of the Somali Civil 
War. 
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trained Somali physicians. Simply from the volume of 
workload, were some of the best trauma surgeons in the 
world. If you had trauma, you wanted these guys to operate 
on you. They’d see ten gunshot wounds a day; that’s all 
they did around the clock. They were doing wonderful work. 
When we asked, “What can we do to help you,” they 
responded, “We do all our surgeries under general 
anesthesia with unprotected airways, which has a 


Significant mortality rate.” 


We had a number of physicians who were expert at local and 
regional nerve blocks, so we had our docs teach them how to 
do things that for us were very routine, but for them were 
completely novel. They learned how to do regional blocks, 
spinal blocks, anesthesia, and all these things that they 
had no idea how to do. So we saved lots of lives just by us 


educating them rather than trying to do it for them. 
“Okay, so what else do you need?” 


“We need a chest spreader.” A chest spreader will hold the 
ribs apart so that there’s some access to the chest organs. 
The Tripoli?5, our major Gator platform had a number of the 


spreaders, but according to the legal department we could 


25 USS Tripoli (LPH-10) was an Iwo Jima class amphibious assault ship in operation from 1966 to 1995. The role of 
these ships for transporting Marines earned them the sobriquet of “Gator Freighter”. 
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not donate or lend a piece of U.S. equipment to a foreign 
national. They can’t buy it; you can’t trade for it. We 


exhausted all the possibilities. 


Wouldn’t you know, that somehow, two of those things fell 
overboard into the Indian Ocean and somehow those 
enterprising Somalis found them in 100 feet of shark 


infested waters. Those people are absolutely amazing! 


You said the Gator platform, in other words, the “Gator 


Freighter? 


Gator Freighter, right. The codicil to this story involves 
one of the junior staff, who was a lieutenant commander at 
the time. About two months later, I was at a meeting in the 
big auditorium at the Naval Hospital San Diego. As this 
thing ended, suddenly somebody stood up way on the other 
side of the auditorium and said, “Before we leave, I want 
you to know that there’s a true American hero sitting in 
this room with us.” I looked closer and recognized an 
officer who had been on my staff in Mogadishu. He pointed 
at me some twenty rows over, and said, “Captain Michael 


Cowan. We were in Somalia. The local Somalis needed a chest 
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spreader, but the lawyers said there’s no way you can give 
that to them. He continued, “Captain Cowan didn’t care. He 


got two chest spreaders and gave them to them.” 


This was being recorded, right? 


Not only recorded, there were reporters. I thought I was 


dead. 


So what happened? 


Nothing. Not another word. There was a nice round of 
applause, we all left the meeting, and that was it. Nobody 
reported it; they didn’t think that was an interesting 
story. It’s funny now that he thought he was praising me, 
“This is really cool. He stole stuff.” But it wasn’t funny 
at the time. I still don’t know how they got those 
spreaders, or why anyone would think I had anything to do 


with it. 


And you still talk to this former lieutenant commander? 


Yes, he meant well. 
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So, where did you go when you came back? 


I have to tell you one more anecdote about Somalia. I got 
the call to go to Somalia on Saturday, December 7* and I 
was gone on Sunday. About a week later I realized that I 
had failed to notify my commanding officer, Vice Admiral 
Bennett?® SURFPAC, that I was leaving the command and going 
to the Horn of Africa on a mission that had nothing to do 
with SURFPAC. In other words, Captain Cowan had taken it 
upon himself to launch the SURFPAC medical officer halfway 
around the world, and didn’t even bother to notify his 


boss. 


True story, I didn’t, but the reason I didn’t, as I thought 
about it, was Bennett had always told us, “You’re not 
operations, you’re just staff.” He would say this every two 
weeks to his staff at SURFPAC. “You’re just Staff. 
Operations always takes precedence.” He had so imbued that 
in me I think I had unconsciously taken that as permission 
to go. Fortunately, so did he. When I realized my mistake, 


I made sure that he had been notified. In fact, he had 


26 VADM David M. Bennett, Commander Naval Surface Force, U.S. Pacific Fleet from December 1990 to 


November 1992. 
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been, because the SG had called him and said, “Look, I 
called Cowan and asked him to go and he did.” Bennett was 
perfectly fine. But that was certainly one of those panic 
moments. I had just gone halfway around the world and 


didn’t tell my boss I was leaving town. 


Did you have to brief him when you returned? 


Sure, but I like to tell this story as an example of great 
leadership that he was demonstrating. He made his 
intentions so clear that I subconsciously knew that I had 
permission. I knew what his intent was and I knew what he 


would do, and it was exactly what he did. 


In his view, you had erred on the side of the angels. 


Yes. My error was being so impolite as to not call him. And 
I tried to emulate his leadership model for the rest of my 
career. My first job as a leader was to make my intent 
clear, and if people really knew what the priorities ought 
to be, then I had done my job. That very directly led to 
the “Muddy Boots Award” when I became SG. (I’11 come back 


to that.) 
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My experience in Somalia was also to form much of my 
philosophy about a post-cold war military medicine 
doctrine. I had seen for myself the value of far forward 
diagnostics and preventive medicine and operational 


medicine. 


Around that time there was an effort at long term strategic 
planning for the post-Cold War world. Bill Rowley?’ was one 
of the leaders of “Strategic Future” thinking, exploring 

how to leverage technology and develop policies to adapt to 


the changing world threats. 


Soon after returning from Somalia, I transferred to Naval 

Hospital Camp Lejeune, was promoted to flag, went one year 
to DMRTI, the Defense Medical Readiness Training Institute, 
and then found myself on the Office of the Chairman, Joint 


Chiefs of Staff as the Joint Staff Surgeon. 


I showed up the first day, and asked my staff how often I 
would have contact with the Chairman. They said, “Oh, 


Christmas parties.” The next day, I was standing on GEN 


27 RADM (ret) William Rowley, MC, USN served as the BUMED Deputy Assistant Chief for Health Care Operations 
(1993-1994) and later the Assistant Chief for Plans, Analysis, and Evaluation, BUMED (1994-1995). 
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Shalikasvili’s*® carpet, as he was poking me in the chest 
Saying, “We’re going to have a joint vision of medicine in 
2020, and I want the medical annex and I don’t want this 
just to be battlefield medicine. I want doctrine for the 
spectrum of military medicine.” So we started drafting 
Annex Q of Joint Vision 202029. He subsequently left and GEN 
Shelton®° came to be Chairman, and I thought, “Okay, I won’t 
be on the carpet anymore to be punched in the chest.” The 
next day I was on Shelton’s carpet being punched in the 
chest. Shalikashvili had a little tiny finger and it didn’t 


hurt, but Shelton’s much bigger, and it hurt. 


Were you actually part of J4? 


Right. 


I think your official title was J-4 Medical Readiness. 


Right. 


28 Shalikashvili, John M., 1936-1997, GEN, USA, Ret., Chairman Joint Chiefs of Staff 1993-1997. 
2° Vision 2020, “America’s Military Preparing for Tomorrow” CJCS, Washington, D.C., 30 May 2000. Published 8 


April 2013 by Create Space, the publishing arm of Amazon. Annex Qin CJCS operations plans refers to 
medical services. 


30 Shelton, Henry H., GEN, USA, Ret, Chairman Joint Chiefs of Staff 1997-2001. 
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But, in effect, you were the Surgeon for the Joint Staff? 


Right. We informally renamed it while I was there, and the 


name stuck. 


With my Somalia experience, and with us having in mind the 
need for long-term strategic planning, and the intellectual 
foundation that had been established by thinking through 
the post-Cold War Medical Department role; we put together 
a number of interagency work groups for surgical care, 
prevention, medical care, medical evacuation, health and 
wellness, family support -- all of the aspects of military 
medicine. We asked the experts, “What should our next 
generation look like? What should we do?” They essentially 
designed what we have now. They designed the changes in 
MEDEVAC -- the care in the air. Up until then, the Air 
Force policy had been to transport stable patients only. 
People used to claim their motto was: “An airplane ride is 
not therapeutic for any known condition.” To their credit, 
they came to recognize how much technology changed their 
ability to provide care in the air, and they made huge 


changes in their doctrine. They put ICUs in the air. 
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So the Air Force started building the new MEDEVAC concept, 
which freed up the Services to put lighter footprints 
forward. They started building rapidly deployable surgical 
teams as modular units rather than having to commit to a 
500-bed hospital or nothing. Now it was a 20-bed hospital, 
or a surgical FST?! team, and all these other capabilities 
came to the fore. When we started using that point of view, 
the strategy that we found so effective was, “stop the 
dying, transport, begin the healing, and then transport to 
definitive care rapidly”. Typically these casualties are 
back in CONUS within 72 hours with their mom or their wife 


at their bedside. 


Part of force health protection is the concept, “You’re not 
done.” In Vietnam, we were done with the amputee patient 
when the physical wounds were healed; when the scab fell 
off the stump. We medically boarded them out, and said, 
“Good luck. Thank you for your service.” Now, we’re not 
done with that patient until the family’s healed, until 
that patient is rehabilitated and he’s looking for a job or 
he’s got a job, and the family has reentered their lives 


and are moving on with their life, whether it’s back to the 


31 The Fleet Surgical Team, composed of 16 officers and enlisted personnel, deploys in support of amphibious 
ready groups and contingency operations 


43 


DG: 


DG: 


service or out of the service. Many of them, as you know, 


stay in the service. 


The commander at Fort Belvoir is a double amputee. ?? 


What we saw come out of this process was an incremental, 
almost qualitative leap, in the capability of military 
medicine to save lives and return people to functional 
living. Lieutenant Dan*? was the Vietnam amputee who was 
just abandoned and sunk into despair until Forrest Gump 
came along and gave him something to live for. Restoring 
not just life, but a purpose for life, is what we aimed 
for. What came out of those groups became Annex Q of Joint 
Vision 202034, and that doctrine then drove Health Affairs* 
policy, and became the Post-Cold War doctrine. That’s 
another thing that I’m really, really proud of -- that we 


were able to do that; and that was driven internally. 


Was Colonel Jay Harman there at that time? 


Yes, Jay was, I think, a logistician. 


32 On 25 June 2012, Col. Gregory D. Gadson, USA, a double-amputee, assumed command, of Fort Belvoir. 

33 Lieutenant Dan Taylor, a character from the film Forrest Gump (1994) played by Gary Sinise. 

34 Joint Vision 2020, America’s Military Preparedness for Tomorrow, Chairman Joint Chiefs of Staff, 30 May 2000 
35 The Office of the Assistant Secretary of Defense for Health Affairs. 
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A healthcare operations officer. 


Yes, he was part of the logistics work group, Yes, I 


remember his name, sure. 


Some good stuff came out of that. 


Think of the current combat mortality rate; it’s unheard 
of. If you make it to the first echelon of medical care, 
the chances are over 90% that you’re going to make it. So 
those people who die, die immediately of either 
exsanguinations or loss of a vital organ. But if those two 
things don’t happen, with all of that first buddy care, the 
use of tourniquets, the stopping of exsanguinations, the 
field stabilization, and when the first echelon of care is 
right there on the battlefield the results are tremendous. 
You know, when you’re being operated on by a unit who’s 
having mortar shells lobbed over the top of their heads, 
you’ re on the pointy edge of the battlefield. And it 


worked.. 
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You worked with QuickClot. That was later rescinded, wasn’t 


it? 


It’s come back and forth, and I don’t know what the current 
status of that is. There was QuikClot, and then there was a 
chitosan-based clotting dressing.*° So they’ve sort of gone 
around the Maypole. I don’t know where they are now. I’ve 


lost track of that. 


How about the use of whole blood and blood products rather 


than saline-based solutions? 


That was an evolutionary thing that was really not a major 
part of what we addressed in the Joint Staff. The other 
thing that happened during my watch on the Joint Staff was 


the decision to give the anthrax vaccine. 


That stirred up a hornet’s nest, didn’t it? 


Yes, that taught episode several lessons. The first was 
that the usual communication lines to the public, even in 
1999, were already insufficient. With the beginning of Web 


communications and virtual networks of people, the ability 


36 Chitosan, a hemostatic compound based on shrimp and other crustacean shells, was approved by the FDA in 


2002, but the Army halted its use in 2009 due to potentially serious side effects. 


46 


DG: 


of individuals to stand up a Web presence and be very 
viable and believable and credible as a counterweight to 
DoD was not really understood at that time. But we began to 
that with the opposition to anthrax vaccine. A few vocal 
opponents were able to make a case that attracted lots of 
adherents, and to make real problems for this program. So a 
small number of opponents were able to create a big 
footprint of opposition. We did not see it coming. The 
effect on me personally was that this generated a lot of 
Congressional interest, and I spent a lot of time in front 
of Congressional committees and subcommittees defending the 
DoD decision to vaccinate -- frequently to no avail, 
because the emotional and non-scientific but sincerely-felt 
opposition to that was very strong. So we had problems, and 
we very nearly got derailed by Congress and driven off the 


program. We weren’t, but it was not an easy ride. 


How was it testifying on the Hill? What were some of your 


experiences? 


It was typically quite adversarial. Many of the 
Congressmen, not all, but many of the Congressmen were very 
much in the camp of the protesters. I remember, 
particularly, one day I had three of the world’s arguably 
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top four infectious disease experts sitting at a table with 
me testifying. The next group to come on were the 
protesters, and one of the Congressmen said to us in 
closing, “Okay, gentleman, we’ve heard from the Pentagon, 
now let’s hear from the real experts.” So it was a little 


rocky. 


Was that partially the result of the anti-vaccine campaign 


and the “Don’t vaccinate your kids” mantra? 


I think so. 


It’s still there. 


It is, and it doesn’t seem to matter how much scientific 
evidence there is, once people become convinced that 
there’s an association, it’s hard for them to be dissuaded, 


no matter the facts of the case. 


The Anthrax story has an ironic ending for me. I spent a 


lot of time on the Hill talking about anthrax until the day 
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that Senator Daschle’s office 37 got the anthrax laced 
letter. Remember? The city virtually shut down. People were 
terrified of their mailboxes; there was panic everywhere. A 


number of people died. The city was in chaos. 


Coincidentally I had been in the Senate building that day, 
so I had to go get a nasal swab; you never want to do that. 
Shoot yourself in the head first. It’s awful. It feels like 
you’ re being stabbed in the brain. A couple people got 


Sick, and it was, as you recall, a huge deal. 


After that event, I was never called to testify again on 
anthrax. Now, I didn’t get a phone call saying, “Cowan, you 
may have had a point.” It may have gone to voice mail and I 


missed it. But that was the last time I had to testify. 


I’m wondering if you can tell us the story of how you 


became the Surgeon General, how you were selected? 


I don’t really have any idea. 


37 Senator Tom Daschle, Democrat, South Dakota (1987-2005). A letter addressed to his office and to other 


addressees on 18 September 2001 were laced with anthrax that killed five people and infected 17 others, 
and resulted in an enormously large and complex investigation. 
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Would you say you were the dark horse back in 2001? 


Well, there’s a pattern of sorts to my career advancement. 
I stayed in the Navy as long as I was having fun. I 
selected all my positions, negotiated for every job based 
on what I wanted to do. So, I got to be a researcher, and I 
got to be the department head. When I went to the medical 
school [USUHS] it was at the behest of Jay Sanford, a giant 
of American medicine, but every mentor that I had, every 
admiral that had my best interest at heart and my division 
chief counseled me saying, “You’re going to ruin your 
career.” At that time the Navy was not really all the way 
into support of the medical school. They said, “You’11l 
sabotage your career, don’t do it.” But I had a giant of 
American medicine ask me to come work for him, and there 
was no way I was going to say no. Okay, it’1l1 kill my 
career, but I was never a careerist and I never lobbied for 
any job. I only took things that I wanted to do. My theory 
is that if you’re doing things you like you’re going to do 
a better job, and what tended to happen was that virtual 
strangers would step in at times in my life and offer me 
the next step in my life. For example, following my time at 


USUHS, I got interested in disaster medicine. I went to the 
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War College, studied disasters, wrote a paper on “What 
would we do if 50,000 people in one place all needed 
hospitalization at once?” I circulated a final draft that 
was somehow seen by Dr. Mayer*®, then the Assistant 
Secretary of Defense for Health Affairs. He called me on a 
Sunday night and said, “Mike, I just read your book; you’re 
really critical of me. Would you come down and talk to me 


about it tomorrow?” 


So, I walked down to his office and he said, “Look, here’s 
what you can do.” He says, “You can finish your book, or 
you can come work for me. I want to create a national 
disaster medical system. There is no such thing as a 
government-wide response to a major mass casualty event, 
we’ve never had one, and I’d like you to be the point for 


that. 


AS: This is 2001? 


A: No, this is about ’97, '98. I said, “Yes, I’d love to do 


that.” So in two years we created what is now the National 


38 Dr. William E. Mayer, Assistant Secretary of Defense for Health Affairs (1983-1989) 
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Disaster Medical System (NDMS). I worked with a task force 
of O6s [Army and Air Force colonels and Navy captains], and 
their equivalents, from HHS, VA, and FEMA,?9 and we put 
together a plan, got the instruction written, and tested 
it. NDMS provides disaster medical assistance teams that go 
to a mass casualty site, then medical regulation of 
patients to receiving centers across the country that are 
matched up with hospital beds for up to 100,000 patients at 
once. It’s been tested, although not to its full capacity, 


a number of times, and it works. 


How did it play out in Katrina??? 


Disaster medical assistance teams went to various sites and 
augmented medical care, but there were not many casualties 
to regulate. However, it played out in Haiti. Patients were 
regulated through the NDMS throughout CONUS -- not a lot, 


but some. So when it’s been used, it works. 


39 Federal Emergency Management Agency 


40Hurricane Katrina; struck New Orleans as a category 3 hurricane 29 August 2005, and due to the catastrophic 


failure the levee system, flooded 80 percent of the city; is one of the five deadliest hurricanes in U.S. 
history. 
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So I was off at DoD doing nothing that had anything to do 
with Navy medicine, when I got a call out of the blue from 
Jim Sears’!, who was the Deputy Surgeon General. He said, 
“Mike, you’ve been screened for XO. I want you to call the 
detailer and get lined up with a hospital where you’re 
going to go be the XO. You’ve been over there in Health 
Affairs having fun for too long, and it’s time for you to 


come to work for the Navy.” 


I talked to one of the assistant detailers, and he called 
me back in a panic about an hour later and asked, “Who told 


you that you were screened for X0?” 

I said, “Why?” 

“You didn’t screen for XO.” (There’s a screening board.) 
I said, “Good.” 


“No, you have a problem. Who told you that you were 


screened?” 


I said, “Well, first of all it was Sears who told me. 


Secondly, I don’t have a problem. Maybe you do.” 


41 Sears, H. James T., RADM, MC, Ret., in 2003 appointed Director, TRICARE Management Activity, 
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He said, “Well, you need to call...” 


I said, “No, you call him. I didn’t initiate any of this, 
and I’m not solving your problems.” He called me back 
about an hour later and said, “I talked to Dr. Sears. 


Apparently, you’ve been administratively screened for XO, 


and you’re going to Beaufort.”*2 So to answer your question, 


this was just one of those points in my career I referred 
to. I have no idea why he did that. I was off doing good 
work, enjoying myself, but certainly not punching any 
career tickets. I didn’t screen for the board; I didn’t 
apply to screen for the board. But the Deputy SG reached 
out and said, “Hey, I want you to come do something,” and 


set me on a track that ultimately led to XO, CO, and Flag. 


Why do you think you were on his radar? I mean, at this 


point had you developed a reputation? 


We’ve become friends since then, and over the years I’ve 
asked him that a number of times. He just smiles. He 


doesn’t say a word. 


42 U.S. Naval Hospital, Beaufort, SC 
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I believe he’s a psychiatrist. 


Yes, and he just smiles and doesn’t say a word. 


You’ve mentioned Jay Sanford several times as a great man 
of medicine. How would you describe him? Why is he a great 


man? 


He was an internationally renowned infectious disease 
expert. The book that all residents and fellows still use 
for guidance for infectious diseases therapy is the Sanford 
Handbook.*? He became the Dean and President of the DoD 
Medical School when it was not at all clear that it was 
going to work out. He was a tremendous role model of the 
respected academician military doc; a colonel in the Army 
Reserve; an associate of deans and presidents of 
universities who would all treat him with awe. And then one 
Saturday morning, he taught me how to repel Australian 
style down the side of a building. He got his jump wings as 
a 56-year old guy. He was just this wonderful leader, 


revered academician, and frankly, a good guy. 


43 Sanford Guide to Antimicrobial Therapy, currently in its 40" edition. 
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I was deputy chief of military medicine in ’83 when the 
board for captain met. I was in the zone, but I was passed 
over. I was devastated, and one reason was that I was ina 
position of authority and an example for our medical 
students. It concerned me that my value as a teacher would 
be degraded by having been passed over. So I went to 
Sanford and offered him my resignation. I explained that 
I’d been passed over, and I was afraid it would hurt my 
credibility in the classroom. I believed that I should move 


on to something else. 


He sat there, looked at me and said, “Mike, quit whining. 
Get out of my office. Get back to work.” Which is exactly 
what I needed. What he conveyed, with those words, was, “I 
support you. You’re just fine. Shut up and get back to 
work.” He didn’t coddle me; he didn’t patronize me, he told 
me “buck up”. I got the message. I went back to work, and I 
got picked up the next year. So I would guess I’m probably 
the first person who ever made SG who got passed over his 


first time for captain. 
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Do you have any other stories about Jay Sanford? 


Oh yes. I told you that Bushmaster was brutal. What we 
wanted it to do was push people to their limits ina 
controlled way. It was a leadership lab that tested what 
people are really made of when really tired frustrated and 
just don’t think they can do it anymore? Over time we 
learned how to push people to grow, but in the early days 
we didn’t know how far to push. On one of the earliest 
Bushmasters, we had run three exercises during the day. It 
was a cold day in San Antonio, and by 11:00 at night it had 
really been a hard long day. Sanford, myself and about five 
other cadre were there with about twenty students or so. We 
started another drill just as they had gone to bed. We 
Simulated an attack on the camp with boomers and machinegun 
fire. They were supposed to respond, but they didn’t come 


out. 


The cadre threw several tear gas canisters around the tent. 
Still no response. Dr. Sanford walked over, picked up the 
tent flap, kicked a tear gas canister under the tent flap 
and then walked back to where we were observing. But they 
still didn’t come out. We waited. Finally, Sanford turned 
around to the rest of us and said, “Gentleman, I think 


we’re done for the evening.” And we went to bed. The 
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students had just had it, so they had put their gas masks 
on, pulled their sleeping bags up over themselves the best 
they could, and just stayed there. They slept in their gas 
masks. They didn’t care; they were really, really done. We 
huddled up and agreed, “Okay, we pushed it too far. Let’s 


all back off.” 


This next story isn’t about Sanford, but it’s another 
anecdote. In 1984, we are in the lobby of the Kennedy 
Center about to go into the USUHS graduation. All the 
graduating students are in their academic gowns, and the 
lobby of the Kennedy Center is full of senior officers, 
parents, doctors, a crowd you’d expect for a medical school 
graduation. A very elderly, 90-year old Army retired 
general officer, Medical Corps, fell over right in front of 
me and died. I determined no pulse or respirations and 


started CPR. 


The graduating students who had been repeatedly drilled in 
coping with unexpected emergencies, immediately responded. 
One student called 911; others spontaneously lined up to 
“gown off” the scene as still others ushered the guests 


into the auditorium. Basically what happened was the senior 
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students took over this event in a room full of military 


medical people. 


I went to the hospital with the ambulance. By the time I 
returned, the ceremony was over and we were at the 
reception. The senior class president approached me 


privately and requested, “Sir, Permission to speak freely?” 


“Sir, we’ve been talking about that incident. To be honest, 
until now we didn’t really realize how much we distrusted, 


and frankly, sir, even disliked you.” 


I said, “Why?” 


He said, “Well, all of us thought that this incident was 
just one of your little pop quizzes that we had to pass to 
be able to walk through those doors to graduate. That’s why 


we did what we did. We thought it was a test.” 


My response was, “I really don’t care why you did it. I 


couldn’t be more proud of you.” 


Did you get to know Bob Joy”*, by the way? 


I did, got to know him very well. 


44 COL (Ret.) Robert JT Joy, M.D., MC, USA, served as a professor of medical history at the Uniformed Services 


University of the Health Sciences (USUHS) and was the founding chair of the Department of Military 
Medicine and later, the Department of Medical History. 
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DG: Talk about Bob. How’s he doing? 


A: Apparently he’s not getting any younger. He’s fully retired 
now, I believe. Bob was an icon. Yes, Bob Joy is a 
classic. He created that department, and Dale Smith has 
carried on in his tradition. I always loved his lectures, 
and I loved the fact that he walked around with a pipe when 
nobody else was allowed to smoke. But he was there leading 
that department when I was there. In fact, he was one of 


the architects of the department. 


I have to tell you one more student story. When I retired, 
Forrest Faison* was by then a captain, and he wrote me a 
letter basically saying, “I remember how I hated you at 
Bushmaster. I remember showing up at Camp Bullis and it was 
raining, thinking oh boy, we’1ll get to stay in the BOQ 
tonight. I remember you pointing to the wet pile of tents 
that we had to put up in the rain and sleep in the mud. It 
was cold and it was dreary, and when I asked where the 
bathroom was you pointed to a bush. Then we had to slog 


through the rain and I remember how miserable and tired we 


45 RADM Forrest Faison, MC, USN. At the time of this interview RADM Faison was serving as the Commander, Naval 
Medical Center San Diego, CA 
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were. I remember you saying, ‘This is not about you. This 


is about stretching to be something else.’” 


Then I remember the day that I was in the Australia 
outback, and an Australian soldier came down with white 
lung disease**. He got pneumonia (probably a viral 
pneumonia) that blotted out his lungs and we had to bag him 
by hand with a bag respirator for almost 48 hours before we 
could get him MEDEVAC’d and get a regular respirator on 
him. I was so tired and wanted to quit and give up so many 
times, but I kept thinking back on how tired I was at 
Bushmaster and your yelling at me, ‘It’s not about you, 
it’s about the patient,’ and that helped me to forge on. It 
helped me to not stop, to not quit because I knew I had 
more in my tank. Ultimately, the guy lived.” So he wrote me 


a thank-you for that. 


AS: What was the state of Navy medicine when you became Surgeon 


General? 


46 White Lung: in adults also called acute respiratory distress syndrome; is caused by exposure to irritants such as 
corrosive chemical vapors. 
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A: First, I became SG the same way I seem to have made every 
big step in my career. I ran into the CNO*%’ at a reception. 
We were just chatting and he said almost as an 
afterthought, “Oh, by the way, would you like to be the 


next Surgeon General?” 


I said, “Sure.” I don’t remember exactly what I said; it 
was just very conversational. “Come by the office sometime, 
let’s talk.” So a few weeks later, we talked for about an 
hour, and he said, “Alright, I’11 let you know when things 
happen.” There was no commitment; he didn’t say, “Okay, 
you’re the SG.” We just talked about me being the SG. A few 
weeks later there was an announcement. There were other 
candidates in my cohort who I thought were more likely to 
be selected, including a very capable woman, Bonnie 
Potter‘’®, who I thought was going to be the first female SG. 
I had no idea, frankly, that somebody who’d been passed 
over once as a captain and had never had a major medical 
center command was in the running, but once again, the 
kindness of near-strangers came into play. I didn’t know 


the CNO very well, but he just reached out, picked me up, 


47 Admiral Vern Clark, Chief of Naval Operations 2000-2005 


48 RADM Bonnie Potter, MC, USN, was serving as the Commander, National Naval Medical Center in 2001. 


62 


and put me in the position. So when people ask, “To what do 
you attribute your career,” I answer I honestly don’t know, 
except for the kindness of near-strangers. The only thing I 
can take credit for was whatever job I did, and I tried to 
do my best; but other than that, I didn’t have much to do 


with it. 


I was even invited to shoot my own career in the foot one 
time, which I was forced to do by my own conscience. I was 
at the Joint Staff and Dick Nelson’? had asked me to be the 
next commander at San Diego. No sooner had he asked me to 
do that and I had joyously agreed, the joint staff went 
through one of those convulsions of downsizing and 
decreasing the number of flag spots.°° As a result of that 
process, any billet on the Joint Staff without an incumbent 
in position would be in great peril. If I had gone to San 
Diego, it would likely have doomed that medical flag 
billet, one of the most important positions for military 


medicine. 


I had to go back to the SG and tell him that he could not 
move me, that I had to stay, and that he had to send 


49 VADM Richard Nelson, MC, USN served as the Navy Surgeon General from 1997-2001. 
5° Flag rank positions, i.e., generals and admirals, are closely monitored by Congress and the Department of 
Defense. 
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somebody else to San Diego. Saying, “Don’t send me to San 
Diego, send somebody else. I have to stay in this job 
because we need to keep the flag billet,” really hurt. 


Now, he and I laugh about it. 


When I showed up as the Surgeon General and Chief, Bureau 
of Medicine and Surgery on August 10 2001, things were 
working quite well. Navy Medicine was adequately funded; 
there were good people in place in the key positions. My 
predecessor had done a nice job, so I decided I’d take 30 
days to come up with eight or ten priorities that would 


drive my time as SG. 


On September 10, 2001, I finished those priorities, and on 
the morning of September 11%, I walked back to my desk and 
threw them in the trashcan. Those priorities had just 
changed with the attack on the World Trade Center. The 
first thing I did on September 11* was to change the signal 
flags in front of the Navy Medicine headquarters buildings. 
flags. Until 9/11 the signal had been: “Standing by to 
Assist.” I changed it to read “Steaming to Assist”. And we 


flew that new flag that day. 


Is that a departmental flag? 
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Yes. All Naval medical facilities fly “Steaming to 


Assist”. 


That was the new motto of Navy medicine, and I recall you 


had a ceremony with Admiral Zimble. *! 


Yes, it was Admiral Zimble who first started flying a 
department wide signal and had started the motto “Steaming 
to Assist”. Just as we changed our colors, so was my career 
bifurcated into everything before that moment and 
everything after. Everything changed so dramatically and we 


went to war. 


What kept you up at night as SG? 


Phone calls, and two thoughts. One of sending people in 
harm’s way. We were sending doctors and medics and nurses 
into harm’s way, and that kept me up a lot. And second, 
making sure we were really competent, and that we were 


doing the things that we needed to do. 


51 VADM James Zimble, MC, USN, Navy Surgeon General (1987-1991) 
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One of the things that happened early, was a call from the 
emergency management center in New York City. They were 
afraid they would become medically overwhelmed and 
requested we send the USNS Comfort in support. The next 
day, they called back to say that they were not 
overwhelmed. People outside the twin towers were not 
injured in large numbers as they had feared. But they were 
becoming overwhelmed with the requirements of humanity. The 
island didn’t have facilities to support the firemen and 
rescuers and police digging through the rubble and sleeping 
on the hood of their engines. They were becoming dirty, 
going without water as they worked in harsh environments. 
NYC requested the Comfort to provide human services; as 


the “Comfort Inn”, which could be docked close to the site. 


The Comfort had already launched from Baltimore when this 
mission change notice occurred. As it steamed towards 
Earle, New Jersey for provisioning, I got a call from the 
skipper of the hospital onboard. He said, “Okay, the 
mission’s changed. What do I do? We’re rigged and manned 
and equipped for high intensity surgery. How do I change 


our mission? 
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I said, “Pretend this is your new mission. You’re going to 
New York to be the team doctors for an international, 


middle-aged, out-of-shape men’s rugby tournament.” 


He said, “Oh, I got it.” When they reached Earle‘? they had 
what they called an “abandon ship drill with duffle bags”. 
The surgically intensive team left the ship. Primary care 
and physical therapy and those sorts of professionals, as 
well as mess men and general duty corpsmen boarded, and 
they steamed up to New York and provided up to 1,000 people 
a day hot meals, a shower, a berth, and laundry service. 
Rescue workers would go aboard where they would get a 
shower, hot meal, a night’s sleep and a change of clean 
clothes. Up to 1,000 people a day were cared for until the 
rescue phase of the operation was declared ended. We took 


criticism for that. 


A year later there was a Baltic exercise where European and 
East European medical officers, as well as our US forces, 
were supporting Baltic Ops, and there was a reception for 
one of the princesses of the British Royal family aboard 


the Comfort docked in Great Britain. I attended the formal 


52 U.S. Naval Weapons Station Earle, Sandy Hook Bay, NJ. 
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ceremonies, and after a reception on the flight deckI 
walked over to where the messmen>? were to congratulate 
them. They had done all the work, and they’d done a nice 
job. As we were talking I asked, “By the way, how many of 
you were on the Comfort last year?” Most of the hands went 
up. And this one sailor, a twenty odd-year old, kept trying 
to put his hand up and the others kept slapping him down, 
good naturedly, “You don’t count, get out of here.” And 
they were pushing him and shoving him. So I said, “Come 


here. Why don’t you count?” 


He said, “Well, I was on the Comfort in New York, but I was 
a New York City fireman; I wasn’t in the crew. I was so 
impressed that I joined the Navy under the condition that I 


become a messman assigned to the Comfort.” 


In other times, you described the hospital ships as 


dinosaurs. What can you say about that? 


Well, I think that’s an honest appraisal. They were built 
in the 80s to provide in-hospital care. They were built as 


surgically intensive tertiary care medical facilities to 


53 Enlisted sailors who serve in the messroom aboard ship. 
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support the doctrine that casualties from a ground war in 
Europe would be treated there and then returned to the 
battlefield. That was the doctrine to support the way we 
practiced battlefield medicine at that time. So the concept 
was to bring the hospital forward to provide highly 
sophisticated care in-theater and return the patients to 
duty. We don’t practice medicine that way anymore. And 
that’s not the way we fight our wars now that the Cold War 
is over. The hospital ships are Cold War inpatient 
facilities, in a post-cold war, with an outpatient 
intensive medicine model, and everything has changed. They 
are still magnificent, and they still serve well, but 
they’re too big and too expensive; we couldn’t use them in 
Somalia because there’s no place they could get them in 
port. As magnificent as they are, they were children of 
their times, and the times have changed. I know that 
they’re reaching the end of their service life and that 
people are talking about what the next generation of 
“medicine from the sea” is going to be. I don’t think 


that’s settled yet. 
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Well, in the past, the hospital ship has been used as the 
symbol of Navy medicine. If we don’t have hospital ships, 


what is the next symbol, if you will? 


You’re right. They’re iconic, and they’ve served, sort of 
unpredictably, as international ambassadors, particularly 
in Indonesia after the tsunami when the presence of the 
Comfort was instrumental in turning around very negative 
impressions of America among Indonesians. So I don’t know. 
I hope that’s being factored in as people think of the next 
generation of medicine from the sea. Although I don’t like 
the term “medical diplomacy”, that’s as close as anything 


to what it actually is. 


I’m wondering if you can talk a little bit about the “muddy 


boots award”. 


The Muddy Boots icon is a symbol that evolved over a period 
of time. Its first appearance was at the joint staff, where 
we developed the doctrine of force health protection. An 
overarching tenet was all the parts of military medicine -- 
from prevention to sophisticated surgical care, to rehab, 
to mental health, to family care - have to work together, 


and frankly, you can’t forget about any of them. You can 
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have the best and fittest soldier and the best medical care 
in theater, but if a soldier’s child has tonsillitis and is 
not doing well back home, in this information age, he or 
she knows that and is distracted from the mission, and is 
more likely to be a casualty. At that time, there tended to 
be various medical communities of interest battling with 
one another over funding, each trying to super-optimize 
their own part of the puzzle, sometimes to the detriment of 
others, so the whole emphasis of force health protection 


was it’s all got to be in balance. 


I came to the Navy SG position just as we went to war. I 
took the ten other things that I had wanted to do and threw 
them in the trash, and said, “Alright, we’ve got to really 
focus on what’s the first priority now.” What’s the old 
story about being chased by wolves across the frozen tundra 
in a sled - just keep shooting the wolf closest to the 
sled? The wolf closest to the sled became the priority for 
that force health protection. For our military it became 
the balance of a healthy and fit force, disease prevention, 
and the environment. The battlefield is the office space of 
the warrior. You must protect them from the environment, 


protect them from illness, and provide world-class care if 
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everything fails and they become sick or injured, all the 
while taking care of their families. None of this can be 
out of balance; none of this can be ignored. That was the 
talk that I gave; that was my one talk. I knew that I 
wanted to cement that idea that prevention means 


everything; it all counts and it all counts just as much. 


As I developed my force health protection talk, I don’t 
remember how I came across the idea of the muddy boots as a 
symbol. But I ended up with an old pair of boots that I 
carried around when I gave speeches and put them up on the 
podium to give that earthy visual emphasis to what I was 


Saying. 


I would tell people that, “If whatever you are doing 
supports this vision in some way, you’re doing it right, 
keep it up. If what you’re doing doesn’t fit into this 
somewhere, go talk to your boss, we’ve got a better 


assignment for you.” 


The story I heard was that these were Matthew Bourgeois’ 


muddy boots. He was the SEAL corpsman who died in 
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Afghanistan, the first Navy medical casualty in 


Afghanistan. 


No, somebody embellished that. Those were not his boots. 


They were David Gibson’s boots. 


Who’s David Gibson? 


David Gibson is a Medical Service Corps officer who had 
been a staff member of mine at Camp Lejeune. It was early 
on and I had not been using the boots that way as a prop. I 
was visiting him in San Antonio. I was about to give my 
talk and I said, “Do you have a pair of boots that I can 


have? The dirtier and older the better.” 


He said, “Yes.” He dug these out and I said, “I’m taking 


them.” 


Well, sir, we have a problem. We have a pair of muddy boots 
in our archives with the name Matthew Bourgeois connected 
to them. I believe it was Captain Plummer who brought them 


by the office. 
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Those may have been Bourgeois’ boots, but those are not the 
ones I was using. If Jeff said those were Bourgeois’ boots, 


I’m sure they were. 


But that symbol served the purpose well. 


I think so. Many would think it was a minor point that I 
was trying to make, but I thought that it tightened us 
together as an entity for me to be saying in front of 
surgeons and preventive medicine people, who in the past 
used to fight with each other, “You’ve got no fight.” 
Nobody gets super-optimized. If the prevention isn’t there; 
if we’re not putting healthy people in the field, the 
surgeons will be overwhelmed. I also pointedly talked about 
retirement as part of that. “Everybody wants to survive, 
and when you survive, you have the expectation that this 
organization will continue to take care of you. That is no 
less important than surgical support on the battlefield. It 


all counts, and it all counts the same.” 


Any thoughts about the movement toward consolidation and 
creation of Defense Health Agency? How that’s going? What 


are your views? 
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A salient characteristic of a successful private 
corporation, when they’re successful, is that they grow. A 
salient characteristic of a successful military is that 
they shrink. Post-Cold War, we shrunk. We’ve created 
increasing technological advances on the battlefield that 
have decreased the exposure of soldiers. We have more and 
more drones, fewer and fewer pilots, and so for a variety 
of reasons, including our success, things continue to 
shrink. The rationale for separate service medical 
departments delivering CONUS-based care in fixed medical 
facilities, each with its own command structure, becomes 
more and more untenable as the size goes down. Forty years 
ago when the Services weren’t closely related, when they 
were geographically related, when their missions didn’t 
overlap the way they do, it made more sense. But now, for 
fixed facility care, the idea of decreasing the 
headquarters footprint and delivering that care in an 
integrative way makes sense. Patients don’t really care 


what uniform their doctors have on. 


What would not make sense would be to dilute the Title X 
responsibilities of the Service medical chiefs. The 
surgeons general have their man, equip, and train Title X 


responsibilities that need to be maintained, in my view, to 
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maintain their credibility with their parent Service, and 
to maintain their relevance. You need to understand tankers 
to take care of tankers; you need to understand submariners 
to take care of submariners, and you can’t do that across 


Service lines. 


I think that the planners for all of us have done it right. 
They’ve held that the surgeons general have those 
responsibilities, and to my knowledge, those have not been 
diluted. But the responsibility for management of fixed 
medical facilities was a target for streamlining, and I 
think that process is underway; and it shows promise. The 
final results are yet to be known, but I’m optimistic. I 
was an advocate for that since 2000, and able to see it 
come to fruition slowly, painfully, to be sure. I don’t see 
a downside. In fact, as I go over to the different 
facilities and watch the integration process go on, I think 


there’s great benefit to it. 


Would it be fair to say, in terms of an outsider looking at 


things, the principle reason for that creation is cost 
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savings? In other words, as things get smaller the payoff 


costs less? 


Yes, the ultimate goal is that the military treatment 
facilities are operational readiness platforms. They are 
the military medicine training base and substitution base, 
so they’re sized for that. But they are also the only 
training and substitution base in all of the military 
services that pay their own way. Pilots who are training 
are not flying airliners; they’re just flying holes in the 
sky. We’re taking care of patients, and so the optimization 
of those training bases, with the remainder of that being 
taking care of by the network, is the model. I think that 
bringing the Services together, getting an economy of 
scale, optimizing the training programs, and recapturing 
patients from the networks, while we, at the same time, are 
using that platform for populating our operational forces, 


is the right model. 


There’s still obstacles; it might not work, but it shows 
every sign to me of being good. This evolution has been 
very painful. People strongly identify with their Service 
and their traditions, so there’s been lots of anxiety and 
angst. My personal take on this (I don’t have a good 
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crystal ball, I predicted that Michael Jordan was too short 
to make it into the NBA.) is that when the dust settles, 
this is going to be very beneficial for the Services. Right 
now, many people seem to have their identity embedded in a 
fixed facility, so there are the “Walter Reed guys”, and 
the “Bethesda guys”; I actually heard of Bethesda guys 
Saying, “I don’t want Bethesda Naval Hospital sullied with 


the name of Walter Reed.” 


There is some bitterness, I think. 


There is. 


Of course, it’s hard to be fixated on the old Walter Reed 


Since it’s gone. 


Yes, but there’s a sort of very intense emotional 
attachment. I think those emotional attachments will shift 
to be attachments to the operational side. Those Service 
attachments will shift to their operational roles, and 
people will shift their day-to-day fixed treatment facility 
to allegiance to the facility they belong to. Your identity 
really belongs to your parent Service, and if your parent 
Service is your operational role, then I think there’s 
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great benefit to that. We’1ll see. Right now it’s difficult. 
I think people are having more problems dealing with the 

sequestration and the economics than they are dealing with 
this transition. I go to the various facilities and they’ re 


doing pretty good. 


Your point on Service identity is a little bit like the 
Sailors who go with the Marines. They’1l probably go to the 
Marine ball before they go to a local Navy reunion. If I go 
to a reunion, I’d rather go to the airborne outfit I was 
with in Vietnam, because that’s where you get the strong 
bond from the operational mission, and it’s the same thing 


with the sailors, if the ship they served on has a reunion. 


We’1l1 see how it plays out. But if the focus isn’t lost 
(and so far it hasn’t been) that this is OPs, this is fixed 
facility care, and this is what those missions are; then I 


think it will be for the good. 


Any characterization you can make about the attitudes of 


the individual Services? 


54 Congressional actions in 2013 that forced mandatory budget “salami slices” that greatly affected DOD. 
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You know, there are Service personalities. The Air Force, 

originally, held out the strongest against any integration, 
but once it happened they came aboard, with great alacrity; 
but it was done in a way that didn’t, really, disrupt their 


chain of command, I think. 


The Army gave up the most, at least in the National Capitol 
area. You think about the history and the tradition behind 
them, I mean, Walter Reed goes back to 1909. There’s just 
great American history there for people to pack up and move 
over to Bethesda, and to kind of camp out with your 
cousins. I think it has been handled really, really well 


for how big that move is and what a huge change it is. 


I’m in there regularly. It’s working. 


I saw the change in San Antonio where the Air Force and the 
Army have come together, and that’s been quite nice. You 


still hear the bickering and the squabbling. 
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It’s like the schoolhouse consolidation of basic enlisted 
medical training at Fort Sam Houston. It is an incredible 


change, and they’re making it work. 


I think it’s a great and long tradition of the Services 
that whenever somebody offers a change, we bitch and whine 
and moan all the way up to the precipice, and then when the 
order is given we go do it. I think that’s what’s happening 


here. The order was given, “Okay, we’1ll do it.” 


We’ve been in a long war here, 12 years; what do you see as 


lessons learned from this for military medicine? 


I think the lessons are very clear that mental health 
issues are still driven by the underlying social structure 
of our society; there is still prejudice against mental 
health disorders; there is still reluctance for people to 
come forward, there’s still a stigma. Perhaps we’ve come 
some distance, but we’re not where we should be medically 
in mental health. I think everybody would probably agree 
with that. The statistics we see for suicides are held up 
prominently, but I think if you look at the full spectrum 
of behavioral disorders, personality deterioration, and so 


on, it’s a much bigger problem than the relatively rare 
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people who commit suicide. Probably the good thing is we’re 
more aware of that than we’ve ever been, and so I see 
promise for us making progress there. I wouldn’t give 
military medicine better than a C, but I wouldn’t give 


private sector medicine better than a D. 


How about the combat operational stress control program? 


That’s why they get a C. We know we’re not there because 


we’re still seeing the statistics. 


Has the Navy/Marine senior leadership really come to grips 


with this? 


I think the answer is yes, they have, but the question is a 
cultural one. When a Marine begins to have personal 
difficulties or anxieties, his buddies tell him he’s a 
broke Marine. We used to see a boot camp statistic where 
anybody who fell out of Marine basic training at any time 
for any reason whatsoever had a 90% chance of not 
finishing. You’re a broke Marine. The null position was 


chuck them out. 
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Was that if they fell out of one stage of training, let’s 


Say a run, for example. 


Sprained ankle, anything. One time and you’re a broke 
Marine. That attitude about mental health persists -- 

you’ re a broke person. It’s not among the leadership, it’s 
in our culture. Our culture is what the sergeant believes. 
When the sergeant believes that’s not a broke Marine, then 
it’s out of our culture, but it’s not there yet. So we’re 


not there, but that’s us as a society. 


In terms of medical and surgical care on the battlefield, I 
think, the statistics speak for themselves. Survival from 
being shot is better in Afghanistan than out here on the 
street. The skills and the processes of MEDEVAC and the 
deployment and the way things are positioned are really 
remarkable. We should take a lot of pride in that, and we 
are very good in prevention and health promotion. If there 
are weaknesses in the military health system, it has been 
in the realm of making the best use of our resources in 
CONUS at our fixed medical treatment facilities; we’re 
inefficient. There are reasons for that. Some of them are 
valid. We deploy; we move around, we have training 


responsibilities. But some of them aren’t. Some of them are 


83 


just inefficiencies that don’t need to be, and I think that 
will probably be a real major focus that can be better 


honed in on by having this consolidation. 


Right now, the network part of health care is done at MTFs. 
The Army runs it one way, the Navy runs it another way, and 
the Air Force runs it another way. So we should not be 
shocked if there are multiple interfaces and 
discontinuities as you move between these systems that 
cause friction and inefficiency. So by making all military 
treatment facilities kind of run one way, you can start 
getting to the inefficiencies and the interfaces between 


that and the civilian network. 


The last time I looked, military pharmacies could fill 
prescriptions at a fraction of the cost of a civilian 
pharmacy, but we don’t fund military pharmacies to do that. 
We fund them sufficiently to take care of their own 
patients only. So even though they could do it, they can’t 
do it, so they have to tell people who get civilian 
prescriptions to fill them at civilian pharmacies at $14 a 


shot when they could do it at $4 a shot. So those sorts of 
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things, I think, are the Achilles heel of the system. We’11 
be able to get at those better by having somebody in charge 


and responsible for it all. 


So you really have to get your hands on the controls. As an 
example, it’s the effect of shining a bright light on such 
things as who you’re sending out to the network. When 
that’s no longer buried within one system you can see if 
one facility is sending out a lot more than another very 


Similar facility. 


And you can measure and compare and figure out why. By 
having that sort of flexibility, lots of little system 
inefficiencies can be more easily addressed. For example, 
if you’ve got three orthopedic surgeons, each of whom needs 
two assistants, then they need an OR coordinator, but if 
you deploy the OR coordinator, you’ve just cut the whole 
system apart and made all of these guys sub-optimized. If 
you’re just one of these three systems, you have less 
flexibility. I can’t, as a Navy commander, reach over to 
the Army command next door and say, “I want you to send me 
your OR coordinator to handle both Army and Navy ortho 
coordination, because it optimizes me and since you’ve only 
got two orthopods it helps the system improve.” The Army 
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commander’s going to laugh and say, “Sure. He’s in the 


mail” 


Will there be a push for a four-star to head up this thing? 


I don’t know. I think the size of the operation could 
warrant it, but it would take legislation. It will not 
happen, probably, within the Services. By law, Navy staff 
corps officers can only be three-star, no matter how big 
their job is. By the size of the job, that probably is a 
four-star job, but until the law changes, it won’t be a 


four-star; so I have no idea if that will happen. 


The other question is: will the Surgeons General become two 


stars? I think that is very likely. 


Because we’re in a period where rank is going to be looked 


at closely. 


Right, very likely within a few years. Right, it will be 
two-stars, and the health agency will either be a three, or 


possibly a four star. 
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You’ re head of AMSUS now. How would you describe your 


objectives for AMSUS? What’s your job like? 


AMSUS was formed in 1891 by the then 46% surgeons general 
of the state national guards-46 states at the time. It got 
a congressional charter in 1913, making us a 501(c) (3)>* 
which means we can be an advocate for military medicine, 
and in fact, for all the Federal services. So AMSUS is the 
Association of Military Surgeons of the U.S., but really 
we’ve evolved to be the Association of Federal health 


professionals. 


So that’s become the regular terminology. 


Right, so Army, Navy, Air Force, DoD, VHA, Public Health 
Service, Homeland Security-if you’re a FED MED, you’re our 
target audience. Traditionally, we’ve done two things. For 
118 years, we’ve held an annual meeting, until last year 
when the government wouldn’t let people travel to meetings 
such as this and basically shut us down. We are having our 
118th meeting this year in Seattle on November 374, no 


matter who comes. My staff hates it when I say this, but if 


55 501(c)(3) portion of the U.S. internal revenue code that allows tax exemption of nonprofit organizations. 
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only me and my dog Bandit are in the audience, we’re having 


a meeting. 


DG: Does Bandit live up to his name, by the way? 


A: Yes he does. He’s the most appropriately named dog ever. 
He’s a Shiba Inu. If he doesn’t get the attention he wants, 
he steals something. He’1l steal a magazine and just start 
tearing it up. He runs in the other room and starts tearing 


it up until you come pay attention to him. 


We publish the Journal of Military Medicine*’, which has 
been published since 1892. The niche that we fill is the 
operational medicine niche, so it’s that particular federal 
meted mission of deployment, prevention, mental health; it 
crosses all specialties. For the military it’s understood 
as our second mission. Our mission is whatever we do day- 
to-day in our treatment facilities. Our other mission is 


deployment, and that’s where AMSUS comes in. 


We are a membership organization, and we have no 
competition; there’s no other AMSUS. But we only have 1% 
membership of our target audience. This current situation 


5 Monthly peer-reviewed medical journal published by AMSUS since 1892 for the Federal medical services. 
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has led us to really reassess who we are and what we ought 
to be. The strategy that’s emerged has been based on the 
fact that that we serve a unique value. The annual meeting 
is the only time members of different organizations ever 
get together, when they’re not competing over some 
economic, or some financial thing. So peers and colleagues 
can get together in an environment that is collegial and 
professional, and it’s often the only time that they can do 
that with international colleagues. AMSUS is international, 
so we’ll have about a dozen surgeons general from foreign 
nations that will be attending in November. Those 
relationships get built up over a lifetime and they’ re 
really important. And then, of course, the journal is a 
good journal; it’s not a top-tier journal, but it’s a good 
niche journal for what it does. We’re going to build on 
that. We’re looking to increase membership and awareness of 
what we do. We serve everybody. We have a huge award 
ceremony every year at the meeting, and you don’t have to 
be an AMSUS member to either be a recipient or to nominate 
someone, you just have to be eligible. If you’re in Federal 
medicine and you’ve never heard of AMSUS you nevertheless 
may get an award from us. We want to strengthen our 
membership. We are determined to continue our annual 


meetings, and to add other opportunities for people to get 
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together to get continuing education credit and to network. 
The first of those would be a spring seminar that will be 
held this year; the subject will be 50 Years of Military 
Medicine from Hanoi to Baghdad. It will be in four parts: 
we'll have a reception here that will include exhibits from 
the Military Medical Museum, There will be advances in 
healthcare that we’ve been talking about. We’1l have one 
day in March on mental health; one day in April on surgical 
care, and one day in May on deployment and MEDEVAC, which 
will include prevention. In September we plan to have a 
senior leadership policy forum, a panel discussion, on 
policy implications for the future of military medicine 
based on the advances that military medicine has made 
today. Then we will publish articles from that either as 


supplements or in the journal. 


Are these seminars going to be held here? 


The plan is to package these modules as reusable learning 
objects with learning objectives for this course of 
seminars, and then put it on in San Antonio and San Diego. 
We hope to attract sponsors and partnerships so we can make 
some money. We don’t get funding; we’re on our own, so we 
need to generate revenue streams. Right now, AMSUS is like 
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Ireland in 1845. Our potato crop just failed; it was the 


only crop we have. So we’re diversifying our crops. 


You stepped into a challenge. 


No kidding. And we can fail; AMSUS could go away, which 
would be a real tragedy. There are advisors who want us to 
go to the mattresses, to cut expenses, to cut the meetings, 
to wait for all this to blow over, and then somehow emerge 
from the ashes and become AMSUS again. I’m not willing to 
do that. This is the time where we need to become more 
relevant, become even more important. This is “lemon time” 
and we need to make lemonade. We’ve got resources and we’ve 
got a few years that we can make this transition. It will 


certainly be interesting to see how this comes out. 


I took this job at about this time last year. At the time I 
accepted the job I thought I was semi-retiring into this 
sleepy little job that has been cranking along for 120 
years, that it wouldn’t be too stressful, and would be kind 
of a nice way to step down and slow down a little bit. Then 
in November we had to cancel the meeting and all hell broke 


loose. It’s like my 30-day introduction into SG. 
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How was your consulting experience? 


It was excellent; I enjoyed it. 


Any highlights or lowlights? 


I learned some things. One is I learned that I really wish 
when I was on active duty that I had some idea of the 
richness and the contribution that consultants could have 
made. I had none. Most people in uniform don’t. It’s a 
different world and it’s often an alien and foreign world, 
and you’re isolated from it by the acquisition process, 
plus many of us in uniform have a vague suspicion of 
Beltway bandits and “blood sucking contractors”. So the 
experience there was illuminating. These are great 
Americans, bright people who bring things to the table that 
the Government often doesn’t have. What I did in consulting 
was to be an oracle, to try to look over the horizon of the 
private sector’s plans - including their long-range plan, 
strategic plan, and plans for a year, two year out, and so 
on. They asked me to be five years out, and to think about 
how we get to where we want to go. For example, eight years 


ago BearingPoint’s work was mostly in the back office doing 
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manpower augmentation, IT support, and business consulting. 
We looked five years out and we said, “Sooner or later, the 
government’s going to have a fiscal downturn. Sooner or 
later, these wars [in Iraq and Afghanistan] are going to 
end. The contractors who are going to survive, will be 
those engaged in the critical missions, not those who are 
doing the back office work. So we made a conscious decision 
to shift Bearing Point (later DeLoitte by acquisition) to 
be the tippy-point of the spear, and we concentrated on 
bidding and succeeding on being mission support, in 
whatever way was most important to our client Sure enough, 


there was a downturn, and DeLoitte has done very well 


So it was a rewarding experience? 


It was, and I left it only because I began to have 
groundhog days, driving home thinking I’ve done this day 
before, why am I doing it again? I’m just not built that 
way. In fact, I did consulting longer than I ever did 


anything. 


Do you miss the Navy? 
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Oh certainly. If I could have, I would have stayed, I loved 
it. But the gentleman’s agreement was there and there was 


just nowhere for me to go. 


Is it true that you were offered another year to stay 


onboard? 


Yes, but I wasn’t offered that until about six months out. 
I had, for three years, made succession planning, and there 
were six to ten careers whose next steps, and the success 
of those steps, depended on me leaving on a scheduled 
basis. For me to stay a year would have backed all that up, 
and also really blown the succession plan of Navy medicine 
out of the water. I couldn’t in good conscience do that. If 
they’d have asked me two years earlier, before I set those 
plans in place, I would have stayed; but six months out, 
no, I couldn’t do it anymore. It was set, and in my view it 
was for the best of the Navy that I go at that time. In 
fact, the CNO didn’t ask me to stay a year. He said, “I 
want you to stay. I think it’s crazy that we send people 
out of here. If I had my way you’d stay ten years.” But 


that was his philosophy. 
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Was it Vern Clark? 


Yes, and that was his view. But I thought it was for the 


best for me to punch out at the time. 


Were you ready to leave after 33 years in the Navy? 


Yes, I was also tired. Again, it’s like a race. If you’re 
running a 1,500 meter race and you come up to the line and 
they say, “No, it’s a marathon now,” it’s too late. I paced 
myself and I gave it my all up to that point. I get asked 
that quite a bit. I frankly miss the deep sense of 
satisfaction of wearing the cloth of the nation. I do miss 
that sense of mission, of purpose, of teamwork. It’s never 
been quite the same; it can’t be out of the service. I miss 
that. On the other hand, do you know what I do at night 


now? 


Sleep. 


I sleep. I lay down in bed and I sleep until the morning 


and I wake up. 


Any regrets? 
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A: I don’t even regret my mistakes, I don’t. But when I look 
back on things that I screwed up or mistakes that I made, 
there are things that I learned from them, and I think I 
became a better officer or a better person because of it. 
If I had it to do all over again, I’d do it again. It’s 
funny, when you look back on the highlights, sometimes it’s 
really the little things. For example, I don’t know if you 


saw the picture of Wheeler Lipes®’ desk? 


AS: We were thinking about asking you that. 


A: Jan Herman>® walked into my office one day and said, “I’ve 
got something interesting to tell you.” He said, “You 
remember the story about the Navy corpsman aboard the 
submarine in the Pacific during the war; a guy had 
appendicitis, and the corpsman did his appendectomy using 


forks as retractors?” 


“Yes, that was in a movie, Run Silent, Run Deep.” 


5” PhM1c Wheeler Lipes (1920-2005) performed an emergency appendectomy aboard the submarine USS 
Seadragon in 1942. Seeing that Lipes needed to be recognized for his achievement, the BUMED 
History Office put him in for a Navy Commendation Medal in 2004. The medal was awarded to Lipes 
in 2005 at the Naval Hospital Camp Lejeune, NC in a ceremony presided over by VADM Michael 
Cowan. 

58 Jan Herman served as the BUMED Historian from 1979 to 2012. 
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He said, “Well, A, it happened, and B, the guy’s still 
alive. We found him, took a history from him, and C, what 
he did at the time was against Navy policy.” It was the 
policy of the SG in 1942 that in the case of an 
appendicitis aboard a vessel without a doctor, the corpsman 
would pack the abdomen with ice and wait until the cruise 
was over and hope the patient survived until he could get 
to a doctor. So Lipes had violated Navy Medicine policy, 
and got into a lot of trouble. He did not get court- 
martialed, but apparently came pretty close to it, was 
censured, and this event basically killed any hope for a 
career. And that was the end of that story until Jan Herman 
came across him, took his oral history, walked into my 


office, and said, “What should we do? 


I said, “You should write him up. Find out what the 
appropriate medal for that would have been during World War 
II if we would have recognized him for saving a life.” So 
Jan brought me a write up for a Navy Commendation Medal, 
which today sounds relatively trivial, but at that time 
that was the proper award. I could have signed the award, 
but to really do it right, we asked the CNO to sign off on 


it, which we did. As this process was underway, Wheeler got 
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sick; he developed a cancer, and we got word that he could 


no longer travel. 


He was an E4, yes. You came back to give him the medal at 


Camp Lejeune. 


That’s right, I had retired. I came back, we drove down to 
North Carolina where he lived, and at his bedside presented 


to him his Navy COM, and a couple months later he died. 


What is the policy today? 


I don’t know. That’s a good question, I just don’t know, 
and I never thought to ask him. Independent duty corpsmen 


are independent duty. 


I asked a submarine IDC, and he said he’d get him off the 


boat. 


I think that’s right, today they’11l surface. They’1l break 
the mission and surface but during WW II the situation was 


different for subs on patrol. 
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But if you were under those conditions where you couldn’t, 


he didn’t give me any indication that they would proceed. 


You could look at it any number of ways. You could say the 
SG at that time was right. You don’t generally want 
corpsmen running around trying to do appendectomies. On the 
other hand, no matter your philosophy, you have to admire 
his courage. He said, “I’1l put myself on the line to save 
a life, and I’11 do what I know is against orders to save 
it.” Whether you agree or not, that was a very, very 


courageous thing to do. 


Did you get any flak for sponsoring the award? 


No. it seems everyone who knew about it thought it the 
right thing. Perhaps that was a small event, but it was a 


highlight of my career. 


He wasn’t comatose when you saw him? 


No, he was staying with his wife. His family was there. It 


was great. 


Local press -- I think they showed up too? 
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Right, it got a little blurb in the local newspaper. 


I would imagine that the hospital staff had to be excited 


too. 


Yes, it’s funny how sometimes the little things really 


stick out. 


We really enjoyed your time, sir. Incidentally, anything 


you want to add, when you get the transcript, please do it. 


Hmm. The problem is that the really good stories I can’t 


tell. 


Well, the statute of limitations has probably run out on 
those. If you could tell one of those good stories, 


something that really wasn’t too bad, what would that be? 


I think that’s a fantastic story, and I think you have to 
keep that in the document. But you decide when you get the 


transcript and take out anything you think is necessary. 
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Who was the lieutenant commander who announced that? 


I may have to go look. I just know that he’s Hispanic and 
it’s a common name, but I’ve lost it. He’s the CO at Great 


Lakes now??. 


We have another issue. During your time in the service we 
opened the ranks for woman. It was certainly big time in 
the Army in the 80s. Your observations on how that’s gone, 


where it is today? 


I first developed an opinion about women in the service 
during my Bushmaster years, the early 80s. The pattern that 
we frequently saw when we stressed medical students was 
that the men would come out and be leaders early, the 
sprinters. And then, as the stress became chronic (this is 
a generalization, probably sexist) as the stress became 
chronic, very often the females would emerge as the 
leaders. I developed a prejudice that women over a long 
haul tend to be very strong, and in any case, no less 
strong than the men, not physically, but in terms of 


psychology, durability, the ability to press on when you’ re 


59 CAPT Jose A. Acosta, M.D., MC, USN, currently Commander and Deputy Director, Captain James A. Lovell Federal 


Health Center, North Chicago, Ill. 
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really pushing them to their limits. I’ve seen nothing 
since to disabuse me of that idea. As the SG I was part of 
the process when Kathy Martin® became the commander of 


Bethesda, and that was really criticized by many. 


Later I named her my Deputy SG, and so my feeling is, 
especially in medicine, that femaleness doesn’t detract 
from anything, not that I’ve seen. I also think any 
prejudice against women by other health professionals has 
pretty much evaporated. You did not hear the Army squawk 
when Patti Horoho®, a female nurse, became their Surgeon 


General. 


I have to tell you one other story which just came to mind. 
Again, due to the kindness of strangers I was selected for 
SG, and I immediately began getting calls from friends and 
colleagues and associates around the world that I’d known 
throughout my whole life. I could tell who my closest 
friends were, because some time during the conversation 
they would say some version of, “Cowan, I can’t believe 


they picked you.” 


60 RADM Kathleen Martin, NC, USN served as Commander, National Naval Medical Center, Bethesda, MD (1999- 

2002) and Deputy Surgeon General (2002-2005). 

611TG Patricia D. Horoho, ANC, USA on 7 October 2011 was sworn in as TSG, as the first female and first Army 
Nurse Corps officer appointed by Congress to hold this position. She became the second nurse to serve as 
the Army Surgeon General. MG Gale Pollock, ANC, USA, was appointed acting TSG 11 March-11 
December 2007, replacing LTG Kevin S. Kiley, who was relieved from duty (resigned) and subsequently 
retired in 2007 in the grade of MG. 
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To which my response was always, “Then you can just imagine 


how shocked I was.” 


Do you know Jack Taylor? 


No, I don’t. 


Retired Navy 06. You’d know him if he was around. Soon 
after the ceremony -- maybe the same day -- we were out 
playing golf and standing on a tee talking about the 
general subjects. I said, “You know, Jack, I must be the 
best and the most popular selection for Surgeon General 


ever.” 


And he said, “Why?” 


I said, “Well, I’ve been around 30 years and every time 
there’s a new SG, I get calls and emails, and standing 
around the locker room people are saying, ‘How did they 


pick that idiot?’” And you know, I haven’t heard that even 


62 CAPT Jack Taylor, M.D., CAPT, USN, Ret., general surgery; reconstructive surgery. 
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once. He fell off the tee. He was trying to walk off the 
tee and his legs buckled and he fell down. I literally 


dropped him. 


How’s your military career been for your family? 


Great, really. I have four kids. We had a variety of duty 
stations, including overseas, so they grew up very 
versatile, adaptable and flexible, highly tolerant. They 
saw different cultures, different people, and had to mold 
themselves into different circumstances. All of them did 
three of their formative years in Spain. When we came back 
after three years in Europe, two of them were in high 
school, and they said, “We can’t believe how provincial and 
backwards these kids are. They don’t know anything. They 
think the world resolves around Magruder High School®. 
Beyond the borders of Magruder High School there’s 


nothing.” 


my oldest two are twins, a boy and a girl, and we were 


living in Spain when they had their 16 birthday. For 


63 Magruder High School, Rockville, MD, is named for an American Revolution figure COL Zadok A. Magruder, “an 


ardent worker in the resistance to England”, who obtained the rank of colonel as a member of the 
Maryland militia; the high school is located near the Magruder family home. 
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their gift we gave them a three-week Eurorail pass, 
backpacks, enough money to keep them in bread and cheese, 
and a ride to the train station. They came back three weeks 
later little grownups. It was a great adventure. I asked, 
“What was your favorite thing?” It was the Metro in Paris. 
They loved the Metro stations. They spent four days 
tunneling around. But they grew up. When I tell this story 
to civilian colleagues and friends, they are surprised, 


“Sixteen, and you just turned them loose?” 


“Yes.” So for us it was great. Now, interestingly, although 
they will all tell you they enjoyed it and realized the 
advantages they had, none of them have been in the 


military. 


What about medicine? 


Two of them are in medicine, one’s a school teacher and 
one’s an IT professional; but none of them bit on the 


military. 


Any questions you would ask yourself that we haven’t asked? 
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A: I think the things I would ask myself or anybody suffering 
through the agony of being a human being, could I have been 
a better person? Could I have done things differently? And 
the answer is always yes. When you look back and you 
realize your own imperfections and your own weaknesses and 
things that you’ve done that were hurtful, or could have 
been hurtful, things where it was really important that you 
tried harder but you didn’t. I’ve got a ton of those, but 
nothing I can do anything about. Many of those things 
actually helped me, because I learned from them. So that’s 


an interesting question, but I don’t have a good answer. 


AS: I think this has been great. Thank you again for your time. 


A: This was great for me, as I went down memory lane. I want 
to tell you one last story; it’s right at the beginning. I 
was drafted kicking and screaming, joined the Navy, was 


sent to Camp Lejeune and did not like anything about it. 


I rented a house in Jacksonville, North Carolina. I had to 
report on 5 July, so on 3 July I was moving into this 
house. I was hot, sweaty, and pissed off. I ultimately 
shaved my head just out of protest, not knowing that I have 


this pointed head that looks like I lost a fight with a 
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pencil, and many other lessons yet waiting for me. So as I 
was moving into this place and I looked up to see walking 
towards me from across the street this 5’8” grizzled, wiry, 
sunburnt guy with a six-pack of beer under his arm. He 
said, “Hi Doc, I’m Gunnery Sergeant Courtney, United States 
Marine Corps, Retired.” He popped a beer for me and said, 
“I thought you could use one of these, you look pretty 
hot.” I introduced myself and he says, “Yes, I know who you 


are.” 


So we sat down and over the course of drinking the six-pack 
he told me his story about being a gunny, being in the 
Marines. He talked about the place, the neighborhood, and 
introduced me and welcomed me to the neighborhood. Finally, 
he stood up to go, and as I stood up he said, “Doc, this is 
a great neighborhood. You’re going to love these 


neighbors.” 


Now, he knows all about me. He knows exactly what’s 
happened to me. He knows exactly my attitude, that I 
checked in and I’ve had one day of military service and 
that I’m not happy about that. And then he says, “These are 
great people, but they’re civilians; they’re not like us.” 
And I took that very pointedly. I did not know what it 


meant, but I knew I just heard something profound that I 
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need to open my ears to. There’s something that I don’t get 
that he just shared with me, and with any luck I’11 figure 
it out. And what I figured out was with the first blush of 
taking care of those young Marines, that they didn’t want 
to be there anymore than I did, but they were going into 
the line of fire and I wasn’t, and that the nation depended 
on that. I don’t know if I ever completely got what he 
meant, but I think I did. It was almost like an oracle when 


he said, “They’re not like us.” 


I do have one more question. I heard a story, and I don’t 
know if it’s true, that one of your patients at Bethesda 


was, in fact, Joel Boone®™ in 1974, is this true? 


I didn’t treat Joel Boone, but I did Frank Jack Fletcher®, 
he was the hero of the Battle of the Coral Sea, famous for 
having three different aircraft carriers shot out from 
under him. And I had Hyman Rickover®® as a patient on more 
than one occasion; Rickover was a real legend, but as a 


patient was really a pain. 


54 Bone, Joel T. (1889-1974), M.D.,VADM, MC,USN; retired in 1950 as the most highly decorated medical officer in 


U.S. history, awarded the Medal of Honor, the Army Distinguished Service Cross, six Silver Stars, and the 
Bronze Star for Valor. 


5 Admiral Frank Jack Fletcher (1885-1973) served as the operational commander at the pivotal battles of 


Coral Sea and Midway. 


66 Admiral Hyman Rickover (1900-1986), the “Father of the Nuclear Navy.” Known for his strong personality. 
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That seems to be a consistent theme with everybody. 


He was a horrible patient. But I used to sit at Fletcher’s 
bedside and talk with him and his wife. They came from the 
era of the Navy when they lived in horse country; they were 
gentry, true 1920s officer and gentleman gentry. Listening 
to them describe their world and what it was like was 
really fascinating. Dealing with Rickover was fascinating 


in an entirely different way. 


There’s definitely a personality disorder there. 


Well, there’s never been a nuclear incident in the Navy. 


That’s right. He was a unique character, but a giant in 
Navy submarines. My first introduction (and you’1l probably 
appreciate this) to the characters in the Navy was CAPT 
Will Arentzen.*®’ Arentzen was my first skipper. I reported 
to Camp Lejeune, met him and his first words were, “Son, 


you’ re going to have to cut your hair.” 


§7 Arentzen, Willard P., USN, VADM, MC, 1921-2013; Navy Surgeon General 1976-1980 
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I said, “Can’t I just kind of pull it back into a pony 
tail?” It was the hippy days. So in rebellion I shaved my 
head. Anyway, the first week I was in the service I walked 
into one of the wards. Camp Lejeune Naval Hospital was an 
old hospital, and it had interconnected long corridors so 
the breeze could get to them. I walked into one of the 
wards late at night making rounds and I heard a rustle. I 
looked over and the exit door at the end of the ward was 
gone. There was plastic over the hole in the wall and the 
wind was rustling the plastic. I went to the nurse and she 


said, “Oh, it’s the Arentzen Memorial Door.” 


I said, “What?” 


She said, “Admiral Arentzen came down here a month ago.” He 
was famous for midnight prowls. A sort of a mystery 
shopper, he’d show up and make rounds at midnight to catch 
people doing things. He shows up on this ward and he says, 
“This is supposed to be a fire door but it opens in, so I 
want you to fix it. I want it to open out.” This was like a 
Tuesday night. He apparently comes back on Wednesday night 


and says, “It opens in; I want it to open out.” 
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She said, “Well, sir, we’ve put in a work request.” 


He said, “I didn’t ask for a work request. I asked for the 
door to turn around.” He went over to the fire hose, broke 
the glass, took out the axe, and according to the nurse, 
spent several hours hacking the door frame out of the 
building. He hacked the door and cut the wall all the way 
around the doorframe. He didn’t just take the door off, he 
cut the frame out. That’s why there was no door or frame 
there, just a hole. He told her, “Now, put a work order in 
to turn this door around,” put the axe down and walked out. 
He was later CO at San Diego, then he was Surgeon General. 


That was my introduction to Navy medicine. 


The ultimate micro-manager. Even when he was a vice-admiral 
he would go out by the front gate to see who was leaving 


early. 


I remember him in his white coat. There were stories about 
the building project at Bethesda at the time. He’d get 
deeply into the gist of the project and things would get 
turned upside down. 
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A: But you know, this kindness of strangers story. I show up 
at this hospital full of attitude; I mean, I was the 
typical dilettante doctor that didn’t want to be there. 
Arentzen set the tone. Everyone was patient with me; they 
were nice to me. I was good with my patients, but I was bad 
to everybody else. After a while, especially when I started 
to see the value of what was going on, I came to realize 
how abusive I had been, and how bad I had been to people, 
but how nice they were to me. I thought, “What the hell? 
Who would be nice to me?” But it started with Arentzen. He 
didn’t say, “Cut your damn hair.” We had a conversation 
about it. He said, “You know, I don’t make the 


regulations.” 


I think a big part of my philosophy was formed by a phrase 
my dad used to use that I really glommed onto. He said, 
“Your life finds you far more often than you find your 
life.” Had I not been drafted I never would have come into 
the military. I would have been an academic, probably 


stayed at Temple working for Jim Day in his laboratory. 


58 Day, H. James, M.D., Temple University School of Medicine. 
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That would have been my life, and I would have been very 
happy. But this detour happened and it became a better 
life, one that I would have never sought after and the 
direction of that detour I would have never sought out. My 


whole life found me almost against my will. 


So when people, young officers in particular, ask me, “Can 
you give me some career advice?” I say, “I will, but it’s 
not going to be very good. What I’m going to tell you 
you’ve got to take with a grain of salt.” I tell them, 
“Just don’t worry about it. The one thing you must do in 
life is to do your job. No matter what job you’ve got, do 
the hell out of it and then position yourself to try to get 
jobs you enjoy doing. If you enjoy a job, you’1l do it 
well; if you don’t enjoy your work, than life isn’t worth 


living.” 


They will ask, “What about the career path?” 


“Well then, okay; that’s what others will tell you and 
they’ re probably right. That’s why I tell you my advice is 


not any good. But it worked for me.” 


Thank you. 


END OF INTERVIEW 
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